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COMMUNITY WORK IN MENTAL HYGIENE 


A Gude for Conducting Mental Hygiene Clinics and Public 
Education in Mental Hygiene Prepared by 


SANGER BROWN, II, M. D., 
ASSISTANT COMMISSIONER, NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 
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The community service which each State institution should carry 
on in its district may be classified under two main headings— 
A, Mental hygiene clinies, and B, Public education in mental 
hygiene. 

A. MENTAL HYGIENE CLINICS 

Mental hygiene clinics should be conducted by the institution in 
the principal cities and towns of the district. The clinies should 
be held weekly, monthly, semi-monthly, or only occasionally, ac- 
cording to requirements. 
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The clinic may function in various ways, either as a mental 
hygiene clinic for both children and adults, or as a separate clinic 
for each, according to local conditions and other considerations. If 
large numbers of children are to be seen, a separate child guidance 
clinie is necessary. 

Experience indicates that a mental hygiene clinic may at times 
include parole patients, if these are not numerous, but if a consider- 
able number are to be seen, separate hours or a separate day 
should be set aside for them. However the elinic is arranged, two 
types of service should be rendered, i. e., clinic service for adults 
and clinic service for children. 

Clinic Service for Adults. The mental hygiene clinic for 
adults should be available to persons who apply for treatment, to 
those who are referred by parents, family physicians, welfare 
agents, judges, employers and others. Some cases are referred 
for consultation purposes only, others for continued treatment. 
Contacts should be made with local physicians, social workers, 
heads of industrial plants, judges and other interested persons. 
Close cooperation with the medical profession should be estab- 
lished. Verbal and written reports should be given to referring 
agencies. 

Adults coming for the first time to a mental hygiene clinic fall 
into several groups, clinically and otherwise. The attitude of pa- 
tients coming on their own initiative is very different from that of 
delinquents referred by a court or even of dependents from wel- 
fare organizations. With the former, the relationship is like that 
between physician and patient in private practice, and the patient 
is dealt with directly in regard toe his own condition. With depend- 
ent or delinquent cases, the question is often chiefly one of diagno- 
sis and the case is discussed with referring authorities. 

All psychiatric types, including many psychoneuroties, are seen 
in mental hygiene clinics. All approved psychotherapeutie princi- 
ples should be applied. While psychoanalysis is generally impossi- 
ble because of limited time, general treatment in accordance with 
psychiatric principles is highly satisfactory in the majority of 
cases. 

Clinic Service for Children. Child guidance clinics require 
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close contact with schools, children’s courts and welfare agencies 
as well as with parents. An efficient child guidance clinie should 
be used and endorsed by the socially-minded persons in the com- 
munity, who often seek guidance and advice about their own chil- 
dren. A less efficient clinie may be confined to the examination of 
mental defectives and delinquents referred by welfare workers. In 
the latter case, the clinic fails to be of full value in the district. 

As a rule, a child guidance clinic unit, consisting of a psychia- 
trist, a psychologist and a psychiatric social worker, is necessary 
as a basis for effective work. Some exceptions may be made, as, 
for instance, when a school principal wishes to form an ungraded 
class and has tentatively selected candidates for it. A complete 
psychiatric and social study is not necessary in this ease. The psy- 
chologist, if properly qualified, makes the requested examinations 
and submits her findings to the department for approval. She 
refers to the psychiatrist any cases which, in her judgment, require 
child guidance clinie examination. 

Service for Schools. Clinie service should be available for all 
school children. This service should include not only the examina- 
tion of problem children and children for ungraded classes, but the 
opportunity for consultation in regard to general problems of men- 
tal health of the child, ineluding discipline, habit formation, con- 
duet, child-teacher relationships and other subjects. 

Many children referred by schools present no problem except 
retardation in their studies. A psychometric test and an explana- 
tion of the situation to parents and teachers is the most essential 
service in these cases. When recommendations for ungraded classes 
are made, the psychometric examination is the most important 
service rendered by the clinic, although in many of these cases 
social work with the mothers and explanations to the teacher are 
necessary. 

Service for Courts. Clinic service should be afforded the courts, 
not only for cases of suspected mental disease or mental defect, 
but for all cases presenting serious problems. The significance of 
personality disorders and environmental influences should be ex- 
plained to judges and other court officials when opportunity offers. 
The application of mental hygiene principles to delinquency and 
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the use of preventive measures should be explained. This program 
will meet with varying degrees of interest, depending upon local 
conditions. At times it may be highly successful. 

Ample service for children’s courts is desirable, and, if satisfac- 
tory contacts are made, many children may be examined in the 
course of a year. Asa result, commitment to institutions, breaking 
up of families, boarding home placements of children and other 
children’s court problems will be more satisfactorily managed. 

Service for Welfare Agencies. Welfare agencies should be en- 
couraged to use the clinic, not solely for mental defective and psy- 
chotie eases, hut for all persons who present problems of depend- 
ency, delinquency or other maladjustments. Advice may be given 
regarding the use of boarding homes, adoption and family care of 
dependent children. 

Service for Private Institutions Caring for Children. These in- 
stitutions may make use of the clinie either by bringing children 
for examination or by requesting a clinic at the institution. Super- 
intendents and directors of these institutions often desire and 
profit by advice regarding child management. 

Service for County Departments of Public Welfare. These de- 
partments should receive full service for both adults and children 
under their charge. Frequently the county social worker is the 
only person in the community actively interested in a mental hy- 
giene case. Contacts should be made with boards of child welfare 
wherever possible. 

Service for Health Agencies. State and county departments and 
boards of health should be afforded ample service at mental hy- 
giene clinics. School, public health and other nurses see both 
adults and children who require mental hygiene services. Public 
health authorities have become increasingly interested in mental 
hygiene problems during recent years. 

Methods of Establishing a Clinic. A|] possibilities should be 
considered in selecting quarters for the clinic. The school, the 
hospital, the health center and the welfare center, all have points 
of advantage. Where school children are examined almost exelu- 
sively, the school is most satisfactory. For adults a hospital may 
be found most desirable. The local workers who furnish the quar- 
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ters and made the appointments control the intake of patients. It 
is therefore desirable to have an understanding in the beginning 
as to the persons who are to make use of the clinic. It should not 
be monopolized by one group, unless this plan is agreed upon at 
the outset. 

The objectives of mental hygiene should be explained by the psy- 
chiatrist and social worker. Interested and influential persons 
in the community should be encouraged to give their support to the 
elinic. Local health officers, directors of welfare organizations and 
of mental hygiene societies should be associated with it. 

The appointment system is desirable for community cases, as it 
is not possible for the physician to see either a great number of 
new community cases or return cases for treatment in one day. 

A few children referred to the clinie require intensive treatment 
for nervous symptoms, mental conflicts, conduct disorders or other 
difficulties. Some of these problems come almost exclusively within 
the province of the physician, some are chiefly managed by the 
social worker, and in some instances the family physician or one 
of the local agencies takes over the treatment. 

The Clinic Conference. Clinic conferences in the past have 
proved of much value from an educational standpoint, both for the 
staff of the clinic and for local persons who attend, including physi- 
clans, nurses, social workers, teachers and others. The confer- 
ence should consist of the presentation of interesting cases and dis- 
cussions, not only by members of the staff, but by other qualified 
persons. It is desirable that local workers who have had contact 
with a case have an opportunity to express an opinion on its inter- 
pretation and management. Im this way they come to feel that 
they are taking an active part in outlining treatment as well as in 
carrying it out. 

A staff conference leads to clear statements about each case. It 
permits an expression of various points of view and affords a sate 
guard against one-sided interpretations or treatments without ade- 
quate knowledge of the case. The educational value of the confer- 
ence in any district is as important as the advice given about indi- 
vidual cases. The staff should make an effort to secure full attend- 
ance and to make the case presentations interesting. 





552 COMMUNITY WORK IN MENTAL HYGIENE 


Records. While it is undesirable for the clinie staff to feel that 
their work with a case is accomplished when the records are com- 
pleted, well-kept records are almost invariably an indication of 
eareful work, including detailed examinations and treatment of 
patients. Forms for preliminary histories and clinic examinations, 
monthly reports and statistical data have been put in use by the 
department. It is as easy to make these out correctly as otherwise. 
The proper interpretation of these data furnishes the only guide to 
the understanding of certain aspects of the problems reported. 
Diagnoses should conform with the Outline for the Psychiatrie 
Classification of Problem Children as furnished by the department. 
In the case of adults seen at mental hygiene clinics, classification 
should conform with that in use in the department. Every statisti- 
eal record card should be gone over by the physician in charge. 
The recording of these data should not be left to untrained 
workers. 

Duties of Clinic Personnel. The duties of the psychiatrist, psy- 
chologist and psychiatric social worker may be defined in general 
terms. 

Duties of the Psychiatrist. The psychiatrist should be in charge 
of the eclinie and direct its activities and policies. He delegates ap- 
propriate parts of the clinic work to the different members of his 
staff, his position being one of authority on the one hand and re- 
sponsibility on the other. The psychiatrist, in addition to making 
the psychiatric examinations, should interpret the case with the 
help of the findings of the psychologist and the social worker. It is 
often wise for the psychiatrist to make the first contact with the 
patient, being introduced by the social worker or the psycholo- 
gist, although at times it may be both desirable and necessary 
for the social worker to interview the patient or relatives first. 
The psychiatrist should outline treatment, but only after a con- 
ference with the social worker, the psychologist or both, unless the 
case is one where psychotherapy is the sole treatment. 

In addition to specific duties, the psychiatrist, With assistance 
of the social worker, should be responsible for community contacts, 
including conferences with local physicians and other interested 
persons. He should employ such methods as are indicated to make 
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the clinic a success. At times many of these activities are carried 
on by the social worker. 

While the psychiatrist should not attempt to make psychometric 
examinations unless he is qualified to do so, he should be 
familiar with psychometric tests and with their interpretation. He 
should also appreciate that his interpretation of the case may not 
only be inadequate but at times misleading without the contribution 
which the social worker has to offer. He should realize that certain 
educational recommendations may more satisfactorily come from 
the psychologist or from the social worker. 

Duties of the Psychologist. The main duty of the psychologist is 
giving and interpreting mental tests. As a rule the psychologist’s 
findings should be accepted by the psychiatrist, although the latter 
may go over them in conference with the psychologist if they do not 
appear consistent with other features of the case, or for other rea- 
sons. ‘The psychologist, as noted elsewhere, may make recommen- 
dations for special class placement where plans have been made for 
psychometric examinations only. When qualified through training 
to do so, the psychologist may also make recommendations to 
teachers regarding educational methods, or the interpretation and 
correction of special disabilities. In various ways, the psychologist 
may make a liberal contribution toward the welfare of children in 
the educational field. 

The psychologist may be called upon at times to carry on other 
activities of the clinic, such as making clinic appointments and ar- 
ranging matters so that the patient or relatives may make a pleas- 
ant contact with physicians. She may make follow-up reports and 
on occasion do a limited amount of follow-up work in the absence 
of the social worker. The psychologist, both for her own advantage 
and that of the clinic, should not be restricted to mental testing 
alone, 

Mental testing should not develop into a matter of routine. 
Examiners should not repeat tests when requested by local work- 
ers if, after consideration, there appears to be no need for it. 
Likewise, tests of adults should not be made without the reeommen- 
dation of a physician, unless mental defect is clearly present. On 
the other hand, a test may be desirable for children who are evi- 
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dently normal in intelligence in order that interested persons may 
appreciate that fact and that the child may be placed properly 
in school or a free home. 

The activities of the psychologist should not include independent 
recommendations on cases where important social and environ- 
mental problems exist, or where mental maladjustments, conflicts, 
delinquent tendencies or suspected mental disease are present. It 
is as undesirable for psychologists to take over independently the 
management of these problems, as is occasionally attempted, as it 
is for the social worker or the psychiatrist to attempt to manage 
such problems without psychometric assistance. An attempt by 
any member of the child guidance unit to manage such problems 
independently brings discredit to the work as a whole and likewise 
to the psychiatrist, psychologist or social worker who engages in 
such independent activity. 

The Duties of the Social Worker. The social worker often has 
the main responsibility for successful functioning of the clinic, 
While the psychiatrist is depended upon to make examinations and 
recommendations, the social worker often has the longest and at 
times the most important contact with the patient, the relatives 
and the community agencies. 

The duties of a social worker connected with a State department 
or State institution are somewhat different from those of a worker 
who functions with a clinic conducted under local auspices. In the 
latter she does much intensive work on individual cases. With 
the State department or institution social worker, this intensive 
work may be delegated to an assistant, but usually to a local worker. 
The general duties of the social worker are to a large extent super- 
visory and educational in nature. Some of them are as follows: 

The social worker should interpret the purpose of the clinic to 
the community. If it is a general mental hygiene clinic, local phy- 
sicians, representatives of social agencies, nurses, judges and other 
influential persons should be acquainted with its purposes and ob- 
jectives and asked to support the clinic. If it is a child guidance 
clinic solely, special contacts should be made with school authori- 
ties, other agencies and persons interested in children, as well as 
with those mentioned above. This activity of the social worker 
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applies to starting a new clinic in a district or in working with one 
already in existence. 

The social worker frequently is called upon to interpret the phy- 
sician’s findings and recommendations to relatives, friends or other 
workers. She explains in detail the meaning of the reecommenda- 
tions and the policies of treatment. She likewise explains methods 
regarding the disposition of certain cases, such as those recom- 
mended for institutional care, boarding home or other placement. 
She explains certain mental hygiene principles, such as parent- 
child or parent-teacher relationships, to nurses, parents, teachers 
and others as they may apply to one or several cases. In work 
with adults, she explains the meaning of mental conflicts and mal- 
adjusuments, mental disease, delinqueney, mental defect and other 
mental problems. As stated above, the social worker may carry 
on intensive work in a few instances, but generally in State depart- 
ments and institutions doing extensive community work this is not 
possible. Under special circumstances, if the State worker resides 
in the district, she may do intensive case work on a limited num- 
ber of cases, although this policy has so far not been carried out 
lo any marked degree, 

The organization of mental hygiene societies, conducting lecture 
courses and other educational work in the district done by the social 
worker will be considered under another heading. 

The social worker’s activity varies with the type of case. In 
many instances she may take the initial case history and carry out 
mueh of the follow-up work and management of the case. In 
others, the physician’s relationship with the patient is much the 
same as that between patient and physician in private practice, 
and the social worker plays a limited role. The frequency of 
clinics and the other duties of the social worker also are factors. 
The treatment of the patient, however, considered in its broadest 
sense, whether primarily by the psychiatrist or toa large extent 
through the social worker or by local physicians, should always 
be kept in mind. 

It is apparent that this type of clinic work must differ in many 
ways from that in mental hygiene clinics conducted by local author- 
ities. At times this restricted activity may seem less satisfactory, 
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since continuous contact with patients is not always possible. Like- 
wise all types of cases must be received, even those for whom mini- 
mum service is offered. But in the aggregate much valuable service 
is given. To understand the true meaning of clinic work under 
State or institution auspices, a comprehensive view of the entire 
problem is necessary. It must be appreciated that these clinics 
very often render service where no other help of the kind is avail- 
able; that their educational influence is of far-reaching value in 
the community; that the methods and standards which they main- 
tain may encourage the local community to establish its own child 
guidance or mental hygiene clinic; and that, despite the fact that 
the work may not always be done under ideal circumstances, it com- 
pares favorably with other forms of public health work. 


B. PUBLIC EDUCATION IN MENTAL HYGIENE 

Public education in mental hygiene has long been an important 
activity of the New York State Department of Mental Hygiene and 
the State institutions. This activity should be carried out on an 
ever-broadening seale along lines comparable to a public health 
campaign. Such an educational project requires organization, a 
staff, a lecture program, literature and the development of special 
methods. The State department and institutions cannot conduct 
this campaign independently. Public-spirited citizens must play 
an important part, as they have in public health work in the past. 
‘Teachings in this field will fall into the hands of unqualified per- 
sons unless responsible individuals, including psychiatrists, psy- 
chiatrie social workers, psychiatric nurses and others, take the lead. 

Whom to Teach. The principles of mental hygiene should 
reach all groups in a district. This includes the professional group, 
consisting of physicians, clergymen, nurses, social workers, teach- 
ers and others, as well as semi-professional and lay persons, in- 
cluded in parent-teacher associations, men’s clubs, women’s groups, 
religious and other organizations. 

Of all agencies, the public school offers the most favorable 
ground for specific teaching, as practically all children and many 
adults are reached in this way. 

The Medical Profession. Physicians may learn the principles of 
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mental hygiene by attending clinics, especially when they are con- 
ducted at an institution or elsewhere for demonstration purposes. 
They may attend institution staff conferences and other psychia- 
tric meetings. The extent to which physicians avail themselves of 
these facilities varies in different districts. In some districts, physi- 
cians attend meetings regularly; in others the local medical society 
meets from time to time at one of the institutions. At times mem- 
bers of the institution staff present clinical material at a meeting in 
a nearby city. In some districts several institutions have formed a 
local psychiatric society. All ot these methods are desirable and 
no plan can be outlined which will apply to all districts. 

Nurses and Social Workers. Public health nurses, school nurses, 
county nurses, Red Cross nurses and those in other welfare activi- 
ties require post-graduate courses in psychiatry and mental 
hygiene. They may be given this training to advantage through 
courses and clinies at the institution or in the community. Such 
courses Inay be given under local auspices, health departments or 
otherwise. 

Social workers come in contact with many mental hygiene prob- 
lems, some of which they fail to recognize if they lack training in 
this field. It is hoped eventually that all social workers will receive 
adequate psychiatric training before they graduate. In the mean- 
time, these workers will render better service through attending 
clinics and courses on mental hygiene. Such courses should be 
organized by institutions for the workers in the district. 

School Teachers. Veachers should be as familiar with the laws 
of mental liealth as they are with those of posture, diet, exercise 
and other phases of physical health. Teachers studying in normal 
schools should be required to take a course in mental hygiene, in- 
cluding attendance at a demonstration clinic. In the future it may 
be possible to arrange for such courses and demonstrations to be 
given by the staffs of the institutions at normal schools in the 
State. 

In some localities the teaching personnel, including special class 
teachers, have taken summer courses in mental hygiene. In some 
normal schools courses in psychology and child development are 
given under the title of mental hygiene, although it is questionable 
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whether all of these courses should be so classified. The New York 
State Department of Education has a bureau of parent education 
with a director in charge who organizes courses for parents in the 
field of child development. These courses cover many important 
phases of child lite. 

Medical Schools and Colleges. Psychiatrists of the State institu- 
tions at the present time take an active part in teaching psychiatry 
in some of the medical schools of the State. Unless special provi- 
sions are made, however, through the appointment of physicians es- 
pecially designated for this teaching duty, it is too great a burden, 
either for the superintendent or the clinical director or one of 
the assistant physicians, to carry on extensive teaching in a medi- 
eal school or college in addition to duties at the institution. Desir- 
able as is psychiati i¢ teaching in medical schools or colleges, insti- 
tution officers should not be asked to undertake it on a large seale 
in addition to routine duties. 

The General Public. Aside from courses and demonstrations 
for the special groups above mentioned, popular lectures may be 
given for the general public. In fact, much of the educational work 
done thus far in mental hygiene has been of this nature. Sueh 
popular lectures differ from those given for professional groups 
in that they are more general. A caretully prepared lecture may 
be repeated in different localities before parent-teacher associa- 
tions and other groups. 

How to Teach. The usual methods of public education should 
be used in teaching mental hygiene. These methods include the dis- 
tribution of literature, the use of the radio, organization of study 
courses, discussion groups, clinic demonstrations, and the assign- 
ment of textbooks and other methods. 

Mental hygiene literature for educational purposes generally 
consists of short leaflets, pamphlets, reprints of special articles 
and of books or magazines dealing with mental hygiene. 

Radio talks consisting of from 5 to 10 minute addresses may 
reach large numbers of persons, Such an address, to be effective, 
must be carefully prepared. At times these talks are subsequently 
published in daily papers or magazines. 

Study courses, consisting of lectures before selected groups, are 
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of advantage. These groups may be formed by nurses, social 
workers, lay persons or by college students to whom credits may 
be given. For some years summer courses have been given in the 
State schools for special class teachers and others. 

Discussions groups, consisting of parents, teachers and others 
with a director in charge, may be organized in some localities. In 
these courses reading is assigned and diseussed as outlined by the 
local leader. 

What to Teach. Mental hygiene covers a wide field and 
the selection of suitable material is important. Emphasis should 
he laid upon such phases of mental hygiene as the individual may 
apply to his own life. While an audience may not respond to a 
presentation of the social value of mental hygiene, the same audi- 
ence will be interested in a discussion of mental conflicts and per- 
sonality problems which they may experience themselves or ob- 
serve in their friends. Child guidance is of general interest. Psy- 
chiatry as related to courts, industry or colleges appeals to a 
smaller range of listeners, 

[lustrations of the simpler subconscious mental mechanisms met 
with in everyday life are interesting. Mental conflicts, complexes 
and other mental mechanisms are interesting topies especially if 
illustrated by actual cases. Positive teachings should be used 
wherever possible, as, for example, a discussion of favorable influ- 
ences in mental development rather than over-emphasis on patho- 
logical states. While many mental mechanisms are a part of psy- 
choanalytie theory, the discussion of sex problems is not feasible 
or desirable before a general audience. Such discussion should be 
limited to selected professional groups. 

In child guidance teaching, while over-dogmatie statements 
should he avoided, the general principles of habit, emotional, social 
and personality development may be outlined and the undesirable 
effects of improper developments in these directions should be 
indicated. The importance of healthy relationships between par- 
ents and child and child and teachers should be discussed. The 
factors which go to make up undesirable behavior and conduct may 
he illustrated by reference to actual eases. Constructive policies 
to be followed by parents, schools and other responsible forces in 
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the community may be outlined to parents, teachers and welfare 
workers and others. 

The elinie should be used wherever possible as a teaching center, 
The assignment of a few cases for study to a teacher, social worker, 
nurse or other trained person affords an excellent opportunity for 
teaching mental hygiene. 

Lecture Courses in Mental Hygiene. [,ecture courses in mental 
hygiene for professional groups may be given independently or in 
conjunction with demonstration clinics. The subject matter of the 
course depends upon the needs of the group. In any professional 
group, however, a general presentation of the subject is desirable, 
as one dealing exclusively either with child management or the 
mental hygiene problems of adults is not entirely satisfactory. The 
following topics are suggested in connection with the reading list 
offered below. It should be appreciated that these topics are sug- 
gestions only. To be suecessful, the course should be planned by 
the lecturer who gives it. He should, however, follow certain gen- 
eral outlines. 

Topic No. 1. Historical Background of Mental Hygiene. This 
lecture should orient the students by giving a background and per- 
spective of the mental hygiene movement. The lives, objectives 
and accomplishments of persons prominent in this movement lend 
interest to this topic. Present-day trends should be outlined. 


Topic No. 2. Mental Mechanisms, 1. e., the unconscious; mental 
conflicts; complexes; rationalization; repression; regression, ete. 

These and other mental mechanisms may be discussed with illus- 
trative cases. Reference to normal persons, or persons with minor 
maladjustments only, showing these mental conditions, is more 
interesting to beginners than reference to more serious cases in 
the institution, where there is distortion of thought and symbolic 
mechanisms. However, institution cases offer excellent material 
for clinie purposes, particularly as their history, background and 
symptoms are well known. A discussion of various types of cases, 
including psychoneurotic, psychotic, psychopathic, delinquent and 
other types may be given at this time. This general topic may be 
discussed in as many lectures as is desired. 
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Topic No. 3. Child Guidance. A method of presenting the 
subject of child guidance is from the standpoint of child develop- 
ment, namely: habit development, social development, personality 
development, emotional development, mental development, ete. 
Emphasis on the positive side of mental development, that is, favor- 
able developmental influences rather than warnings regarding de- 
structive forees, should he kept in mind. However, the mechanisms 
which occur in delinquent conduct, difficulties in parent-child rela- 
tionships, emotional disturbances in the child and other disorders 
should be discussed. The principles of child guidance may be illus- 
trated by appropriate cases from the clinies or from the institu- 
tions. This topic may be the subject of as many lectures as the 
course permits, 

Topic No. 4. Mental Deficiency and Epilepsy. These problems 
are of sufficient importance to require consideration beyond that 
given them in the general topie of child guidance. The nature, 
causes, recognition, social significance and management of mental 
deficiency should be discussed. Lectures may be illustrated by 
reference to cases. Epilepsy may be considered similarly with 
reference to its nature, symptoms and treatment. 


Topic No.5. Practical Application of Mental Hygiene. The need 
of psychiatry, psychology and psychiatrie social work in schools, 
colleges, courts, welfare organizations and in industry may be 
outlined. Teachers should be given a conception of mental hygiene 
as it relates to the schools, welfare workers as it relates to depend- 
ent persons, and court workers as it relates to courts. This topic 
may be discussed in several lectures. 

Demonstration Clinics. \Vherever possible, lectures should be 
supplemented by clinical demonstration of cases. For this pur- 
pose, as suggested elsewhere, adults may he taken from mental 
hygiene clinies or from the institution, children may be taken from 
achild guidance clinic or from institutions where children are avail- 
able for demonstration. The physician, before selecting children 
for demonstration purposes in child guidance clinics, should gain 
the consent of the parents and have the latter attend the confer- 
ence if possible. Consent is generally freely given if the matter 
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is properly presented. Not infrequently it is desirable to combine 
the lectures with a demonstration clinie when the speaker discusses 
the topic in the beginning and illustrates his meaning by reference 
to appropriate cases afterwards. 


A Reapine List 


The following reading list is suggested for courses and discus- 


sion groups. Additions to the list may be made by the director of 
the course. 
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REQUIRED READING 


The Psychology of Insanity, by Bernard Hart. Cambridge University Press, Cambridge, Eng. 

Your Mind and You, by George K. Pratt (received in Packet No. 80 from the National 
Committee for Mental Hygiene). Funk & Wagnalls Co., New York. 

Child Management, from U. 8S. Department of Labor (by D. A. Thom) Government Printing 
Office, Washington, D. © 

Mental Hygiene and the Public Health Nurse, by V. May MacDonald, R. N. J. B. Lippincott 
Company, Philadelphia. 

Behavior Aspects of Child Conduct, by Esther L. Richards, Macmillan Company, New York 

Introduction to Mental Hygiene, by Groves and Blanchard. Henry Holt & Company, New York. 


SUPPLEMENTARY READING 


A Mind That Found Itself, by Clifford W. Beers. Doubleday, Doran & Co, New York. 

Social Control of the Mentally Deficient, by Stanley P. Davies Thomas Y. Crowell Co., 
New York 

The Normal Mind, by William H. Burnham. D. Appleton & Co., New York 

The Nervous Child, by H. C. Cameron. Oxford University Press, England 

Training the Toddler, by Elizabeth Cleveland. J. B. Lippincott Co., Philadelphia 

Character Training in Childhood, by Mary Haviland. Small, Maynard & Co., Boston 

The Psychiatric Study of Problem Children, by Brown and Potter. State Hospitals Press, 
Utica, N. Y 

Everyday Problems of the Everyday Child, by D. A. Thom. D. Appleton & Co., New York 

Nursing Mental Diseases, by Harriet M. Bailey, Macmillan Co., New York. 


PAMPHLETS 


National Committee for Mental Hygiene, (450 Seventh Ave., New York, N. Y. Packet No. 30) 

New York State Department of Mental Hygiene, Albany, N. Y.—pamphlets, leaflets, radio 
talks, report of social workers’ conference—Department of Mental Hygiene 

New York State Committee on Mental Hygiene, 105 Fast 22nd St., New York City 


PERIODICALS 


Mental Hygiene, National Committee for Mental Hygiene, 450 Seventh Avenue, New York City. 
Understanding the Child, Massachusetts Society for Mental Hygiene, Boston, Mass 
Mental Hygiene News, New York State Department of Mental Hygiene, Albany, N. Y. 


The Parents Magazine, Parents’ Magazine Publishing Ass’n., Inc., 4600 Diversey Avenue, 
Chicago, Ill 


American Journal of Psychiatry, 450 Seventh Avenue, New York City. 
The Psychiatric Quarterly, Now York State Department of Mental Hygiene, Albany, N. Y. 
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A PRESENT-DAY CONCEPT OF CEREBRAL BIRTH PALSIES* 


BY EUGENE W. MARTZ, M. D., 
CLINICAL DIRECTOR, LETCHWORTH VILLAGE, THIELLS, N. Y. 


INTRODUCTION 


There are few problems in the broad field of medicine which 
touch as many separate departments as does the problem of cere- 
bral birth lesions. The obstetrician, the pediatrician, the orthoped- 
ist, the neurologist, the psychiatrist, the pathologist—each ap- 
proaches the problem from a different angle and is prone to view 
it more or less narrowly as it pertains to his own specialty. 

For this reason it is especially difficult to collect under one title 
the attitudes and conclusions of these various men and correlate 
them in the development of a single concept. Nevertheless, the 
problem is receiving such universal attention and is being dis- 
cussed so widely in the literature that unless one conceives it as a 
whole his judgments will be distorted to the end that his conelu- 
sions may be erroneously deduced and invalid. 

From a sampling of some of the better-known textbooks and 
reports as well as the more recent scientific literature, an attempt 
has been made to abstract and discuss the logical opinions and con- 
clusions of men who are in a position to speak with some authority. 
The material is arranged in three broad categories: First, an intro- 
ductory approach to the general question of cerebral birth lesions ; 
second, a survey of the field including causes, symptoms and diag- 
nosis; third, suggestions in regard to prevention and treatment. 

Definition. Since this branch of work is burdened by a confusion 
of terms which, in the hands of different men mean different things, 
it seems that a suitable orientation in regard to terminology is of 
prime importance. It is desirable that the terms used be both de- 
scriptive of and applicable to the condition. Many clinicians sim- 
ply use the term spastic paralysis or spastic rigidity in referring 
to birth lesions but these expressions reveal a careless application 
of terminology. In 1897 Freud introduced the phrase cerebral 
diplegia to indicate a bilateral, symmetrical defeet. 

*Prepared in fulfilling a post-graduate trimester in Neurology and Psychiatry at Columbia 
University. 
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Doll’ settles the question simply by stating that ‘‘since the ef- 
feets of very early post-natal cerebral pathology are much the same 
as those incurred pre-natally or during labor, it is customary to 
consider intracranial birth lesions as including any lesion which 
develops within approximately one or two months before or after 
birth, as well as those occurring during delivery.’’ His term 
intracranial birth lesion, used as he suggests, is very satisfactory 
in referring to the entire group of cases, provided one is not pri- 
marily interested in the question of etiology. Cerebral infantile 
paralysis is another expression which is appropriately applied to 
this group of cases. The main objection to this term as well as 
the one just mentioned is that they are somewhat cumbersome. 

The word dyskinesia is being rather widely employed in refer- 
ring to these eases. Its disadvantage, which however does not con- 
traindieate its proper usage, is that it refers only to motor impair- 
ment and does not include the sequelae of lesions which affeet 
rather the intelligence or personality of the patient. 

The phrase Little’s disease is one of the older and more widely 
known expressions. As the term is used today its connotation is 
not always clear. Some writers employ the expression narrowly 
to indicate a diplegia dating from birth;*? by the same sign others 
mean a paraplegia; still others confine the use of this term to 
those forms of spastic paralysis that can be definitely ascribed to 
difficulties during labor or to premature birth. It appears that 
Little,*’ according to one of his less-frequently quoted but scholarly 
writings, had no intention of unduly limiting the category which he 
was defining. As will be seen later, he described congenital condi- 
tions as well as lesions resulting from disease processes, The term 
Little’s disease has always been ambiguous so that one is tempted 
to ask with Sachs, ‘‘What is Little’s disease?’? Sachs’ efforts 
toward clarification of this field, though not widely accepted, are 
undoubtedly a step in the right direction. 

So that in considering this broad group of cases the use of a suit- 
able, definitive term is to be eneouraged. Older names such as 
Little’s disease should be avoided as equivocal and confusing al- 
though it is evident that by its use the majority of writers indicate 
a diplegia dating from birth or a very early age. 
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ETIOLOGY 

Trauma and Hemorrhage. Little, MeNutt, Peterman, Schwartz, 
Greene, and others have expressed the opinion that trauma or hem- 
orrhage at birth account for most of the subsequent neurological 
symptoms. Peterman makes the striking statement that intra- 
cranial hemorrhage accounts ‘‘for almost all of the hemiplegias, 
diplegias, paraplegias and paralyses found in childhood.’’ Little 
is widely quoted as saying that 75 per cent of cerebral palsies are 
due to intracranial hemorrhage. In recent years MeNutt’s theory 
of meningeal hemorrhage has been severely condemned. Most of 
her critics fail to mention the facet that even though she emphasizes 
meningeal hemorrhage in the etiology of infantile palsy she, never- 
theless, suggests a three-fold, clinical classification of these cases :°? 
(a) inception of the condition before birth, (b) inception after 
birth, and (¢) those in which parturition is the cause, 

Sehwartz™” * has made extensive studies of cerebral hemorrhage 
and his theories are carefully set down in his recent works. He 
feels that practically all infants are subject to some intracranial 
hemorrhage during birth, that cerebral pathology during the neo 
natal period is largely determined by the more serious extravasa- 
tion. 

Yppenheim, Munro, Sehroeder, Smith and others indicate that 
they consider birth trauma to be a powerful factor in the eausa- 
tien of cerebral paralyses but do not necessarily ascribe to it a 
position of omnipotence. They do however diseuss birth trauma 
iii a manner to indicate its extent and importance. 

intrauterme Factors, Of the contrary opinion are such men as 
Collier, Ford, Freedom, Grullee, Casamajor and Patten. They feel 
that hemorrhage, and even trauma, have been over-rated as causes 
of birth palsy and give evidence to show that this condition might 
well be the result of other lesions. Collier quotes Freud to the 
effect that ‘‘ premature, precipitate and difficult birth and asphyxia 
neonatorum are not eausal factors in the production of diplegia; 
they are only associated symptoms of deeper lying influences which 
have dominated the development of the fetus or the organism of the 
mother.’’ He takes the position that cerebral paralysis derives 
irom difficult birth only if there is actual laceration of the brain, 
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resulting in a monoplegia, hemiplegia or, very rarely, a double 
hemiplegia. Collier supports Freud’s" view of a primary degener- 
ative process in many if not most of these cases, and concludes that 
neuronie degeneration ‘‘is the essential and primary lesion in all 
eases of diplegia’’ and that atrophie sclerosis is a natural conse- 
quence of this. 

According to Ford, ‘‘it is probable that spastic diplegia may be 
simulated by gross lesions including birth injuries, but it does not 
seem probable from the material available that any considerable 
percentage of cases can be accounted for in that way.’’ He holds 
the opinion that diplegias are the largest group of infantile spastic 
palsies ard result from pathological processes of intrauterine 
origin. 

Casamajor is quite emphatic in his opinion that ‘‘the defeet 
called birth trauma is already well developed four or five months 
before birth.’’ He believes that these deficiencies in nervous con- 
trol of central origin, especially those involving the workings of 
the extra-pyramidal system are due to congenital defect and not 
to birth trauma. 

Mathews and MeDade, following a survey of neurologic cases in 
Philadelphia, conclude that some unknown intra-uterine factors 
seem to be of more importance in producing spastie diplegias than 
are trauma or post-natal disease. 

From her observations Powdermaker states ‘‘that the condition 
may be due either to deterioration or to an inhibition to develop- 
ment.’” She goes still farther and speculates on the theory of 
germ-plasm defect. In support of her position she reports three 
brothers all afflicted with familial congenital spastic diplegia. Sim- 
ilar eases are reported by Oppenheim and others. Collier feels 
that the cause is individual to the conception rather than transmit- 
ted by the mother. One might conelude with Oppenheim that in 
selected cases hereditary factors seem to operate, however, the 
mode and frequency have never been satisfactorily determined nor 
has the premise itself been handled in a strictly genetic manner. 

Patten, although recognizing the possible influence of cerebral 
hemorrhage in the etiology of birth palsies, has not been satisfied 
with the usual explanations as to the mode of action. ‘He looks for 
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the lesion in some ‘‘developmental defect or arrest which concerns 
either the integrity of the cortical cells or the proper myelinization 
of the cortico-spinal tracts.’’ More recently, in conjunction with 
Alpers, he has strengthened this pronouncement by further investi- 
gation. They found punctate and large hemorrhages in the sub- 
ependymal region involving the matrix area, causing destruction 
of and interference with spongioblasts which would eventually be 
concerned in the deposit of myelin. Thus, in a unique way, hem- 
orrhage is offered as the causal factor in the defective myelinogene- 
sis underlying certain cases of cerebral birth palsy. These hem- 
orrhages are felt to occur pre-natally, having no relation to birth 
trauma. Holt and Howland, considering that cerebral hemorrhage 
is prone to disappear without sequelae, offer some type of agenesis 
as the cause of bilateral cerebral paralyses. 

Prematurity. The concept is quite widely held that prematurity 
is a factor in the etiology of cerebral birth lesions. Peculiarly 
enough, these infants are frequently born without undue complica- 
tions. In these cases Grullee maintains that anyone who has exam- 
ined premature infants at autopsy ‘‘must recognize that many of 
the symptoms which have ordinarily been regarded as very sugges- 
tive of intracranial hemorrhage may be due to prematurity alone.’’ 
In this same vein Hunt notes that cyanosis is almost invariably 
seen in premature infants. In Glaser’s series of 100 premature in- 
fants he found that in only three instances were red blood cells not 
present in the spinal fluid of the infants, aged 4 days or under. 
On the contrary Ryerson thinks that hemorrhage is very rare in 
premature infants. 

Ehrenfest’® holds that ‘‘all modern statisties of cephalic birth 
injuries point clearly to the etiologic significance of prematurity.”’ 
One must agree with this view but the actual mechanism is still 
vague. In a series of 200 cases of spastic paralysis analyzed by 
Ford, 33 per cent give a history of prematurity. In his birth pal- 
sied group Schroeder reports 4.8 per cent premature, while in his 
birth-injured group (without subsequent paralysis) he records 7.6 
per cent premature, 

Brissaud in 1894, as quoted by Collier, stated that prematurity 
was the essential cause of diplegia since birth before term ar- 
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rested or retarded the further development of essential functions 
in the evolution of the fetus. Collier favors Freud’s suggestion that 
the paralysis and the prematurity are both due to the same dys- 
crasia. Murphy and Bowman, studying the causes of prematurity 
in 138 cases conclude that 73 per cent of them were due to ‘‘ disease 
or abnormality of the uterus, its contents or appendages.”’ 

In an entire series of 425 new-born cases Roberts*® found that 
12.7 per cent were premature. Of 60 cases which yielded hem- 
orrhagic spinal fluid he found 25 per cent to be premature. Thus 
prematurity was twice as common in the birth injured group as in 
the series as a whole. 

Dystocia. The report of the United States Census Bureau for 
1927 shows that about 93 per cent of babies born at term survive 
the first month. Of those dying within this period about half are 
stillborn. Gillespie recently studied 338 stillbirths (‘‘in which the 
fetus never breathed even though the heart continued to beat for a 
few minutes. . . ’’) and carefully reported the necropsy findings 
as relating to the cause of death as follows: trauma, 101 cases; pre- 
maturity, 54 cases; difficult labor, 2 cases; asphyxia, 1 case; unde- 
termined, 13 cases. If one may take the liberty to combine trauma, 
difficult labor and asphyxia neonatorum as all relating directly to 
dystocia, the total is 104 cases or nearly one-third of the entire 
group. Many students in this field coneur in the opinion that a 
large proportion of birth-injured children die during or soon after 
birth. However, this fact in itself is of no value in differentiating 
cerebral trauma or its sequelae as the cause of infant palsies from 
other conditions such as inflammation, agenesis, degeneration, ete. 

The findings of Sharpe and Maclaire, Roberts, Burpee, Dayton 
and Munro as well as of Little himself indicate that the first born 
child, particularly if it be a male, is liable to injury or hemorrhage. 
‘Twenty-two of Sharpe’s 45 cases with hemorrhagic spinal fluid 
were from primiparas. Roberts found, in 60 new-born infants 
showing blood in the spinal fluid, that 32 were from primiparas, 
28 multiparas. In Munro’s series of 117 birth-injured infants 54 
were primiparous, 63 multiparous. 

Of 146 clinie cases reported by Schroeder as infantile cerebral 
palsies (birth palsies) 48 per cent were free from difficulties of ges- 
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tation and labor, 15 per cent were delivered instrumentally, 23 per 
cent had long and difficult labors. Nearly half of these palsied 
cases were free from any complicating conditions of birth. 

Patten analyzed 46 cases of cerebral infantile paralysis of whom 
19 gave a history of difficult birth while 27 reported normal deliv- 
ery. In another study Patten and Alpers examined 30 infant 
brains. One of their conclusions is that the duration of labor has 
little to do with the resultant hemorrhage in this series, there being 
as much bleeding in the cases showing a comparatively short period 
of labor as in those which are more protracted. From these and 
sinilar reports one gains the impression that the mere fact of a 
prolonged labor, uncomplicated, is not sufficient to produce gross 
injury or hemorrhage. The prolonged labor must operate in con- 
junction with some other situation or eventuate in a lesion or dis- 
turbance which may in itself be significant. 

[f Little*’ is consulted on the matter of etiology the following will 
be found: 

‘‘Every form of contracture arising from spasm, which I have described, 
may present itself either as a congenital affection, or as the result of disease 
during infaney. It is often difficult, and sometimes impossible, to dis- 
criminate whether the case be congenital or aequired.’’ 

A little later he continues thus: 

‘‘In many instances the spasmodie affection is produced at the moment 
of birth or within a few hours or days of that event. In the majority of the 
cases of universal contracture of the upper and lower extremities which 
have fallen under my observation, the subjects were born at the seventh 
month, or prior to the end of the eighth month of utero-gestation. In two 
eases the birth occurred at the full period of gestation, but owing to the 
difficulty and slowness of parturition the individuals were born in a state 
of asphyxia (asphyxia neonatorum), resuscitation having been obtained at 
the expiration of two and four hours, through the persevering efforts of the 
aceoucheurs. The fact of the greater liability to universal spasmodic con- 
traction of infants prematurely born is susceptible of two explanations. | 
have ascertained that the premature labors in question were rarely induced 
by mechanical injury or sudden application of other causes, such as exces- 
sive exertion or a violent emotion, but were consequent on derangement of 
the health of the parent of some duration. One explanation, therefore, sug- 
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gests itself, that the deteriorated health of the parent had directly impaired 
the nutrition of the foetus, creating a susceptibility to disease. 

‘‘The second explanation that I may offer you, and one especially appli- 
cable to those cases of contracture concerning which doubt exists whether 
the spasmodie affection originated prior or subsequently to birth, is based 
upon the proposition, that an infant prematurely born is, although in a 
normal stage of development, inadequately prepared to contend against the 
operation of external agents. The respiratory and circulatory organs of an 
infant under these circumstances are ill-suited to the proper aeration of 
the blood, and its due transmission through the frame; the alimentary or- 
gans cannot yet be perfected for the elaboration of chyle, and the incom- 
plete development of the nervous system must interfere with the assimila- 
tion of nutritive matter for the wants of the economy. Hence the produc- 
tion in some cases of transient muscular contraction, convulsions, and death; 
and in others of permanent spastic contractions in various parts of the body, 
succeeded by the forms of contracture under consideration, 

‘*A large proportion occurred in the mother’s first pregnaney. Several 
of these children weighed at birth only about 40 ounces. In several an 
hereditary tendency to disorder of nervous system could be traced; as, for 
example, a parent having suffered from epilepsy or hemiplegia. The fam- 
ily tendeney was sometimes shown by brothers and sisters having analogous 
diseases. In half the cases (12) the affection appeared equal upon both 
sides; in six the left side was more affected; and in the remaining six 
the right side suffered in a greater degree.’’ 

Asphyxia. Ina subsequent paper Little*t enlarges upon the im- 
portance of asphyxia. He asserts that although in some instances 
sufficient mechanical injury is inflicted to account for whatever 
untavorable consequences may ensue, still more disturbances are 
due to asphyxia than to direct mechanical injury. E. M. Little has 
attempted to revise some of the original doctrines of his father but 
has succeeded chiefly in further confusing the whole issue. Among 
other things, he deprecates the importance of asphyxia. 

It cannot be denied that asphyxia may be an important consider- 
ation in the production of cerebral lesions but the mode of opera- 
tion is far from clear. Rydberg states (pg. 60): ‘‘ Practically all 
injuries to the brains of new-born infants are due to an acute suf- 
foecatory influence.’’ Patten and Alpers conclude: ‘‘ Perhaps the 
most probable factor that might be considered in the occurrence of 
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punctate hemorrhages is asphyxia.’’ Yet they themselves hesitate 
to accept this explanation. Merwarth presents the conception that 
arterial occlusion (anoxemia) incident to the extreme moulding is 
responsible for the apparent frequency of cerebral diplegias in 
premature infants; it may also serve as an explanation of those 
eases occurring at full term after severe, protracted, difficult labors. 

Physical Factors. Ryerson expresses the opinion of others as 
well as his own when he writes that overlapping at the sagittal 
sinus may give rise to venous hemorrhage along the median line. 
If the resulting destruction is moderate a paraplegia may ensue, 
if extensive a diplegia results. 

Aceording to Ehrentest’® compression of the skull in one direc- 
tion will result in a compensatory elongation in another thus risk- 
ing the integrity of the dural septa. Consequently, tentorial tears 
are not indicative so much of an excessive pressure but rather of 
a pressure in an unfavorable direction. He adds that subdural 
hemorrhages are the most important group of all intracephalie par- 
turitional hemorrhages. He would like to see a distinction made 
‘* physiological intracranial birth trauma”’ and true path- 
ological injury. The former disappear in a short time without 
leaving sequelae. 


between 


lshrenfest also holds that ‘*smaller and larger hemorrhages in 
the substance of the brain, outside of the fairly common pial and 
tentorial hemorrhages, are found at autopsy in about 65 per cent 
of all young infants.’’ He states that pressure (from uterine con- 
tractions) and suction (in parts exposed to atmospheric pressure ) 
represent the primary mechanical forces in the development of se- 
rious intracranial lesions. In addition, rapid moulding or rapid 
passage through the birth canal might injure delicate structures. 
J. B. DeLee® has undoubtedly come to about the same conclusion 
for he writes: ‘‘When a child’s head is born that part of the body 
is relieved of pressure; but the body itself is continued under pres- 
sure and as a result the blood is forced into the brain with in- 
creased power resulting, if the blood vessels of the brain are dam- 
aged, in minute or large hemorrhages.’’ 

Schwartz,” too, has written at some length on the mechanical 
force of suction during parturition as a cause of multiple, petechial 
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hemorrhages. Rydberg considers suction under these circum- 
stances to be a physical impossibility. He bases his conclusions on 
the experimental work of Cushing. Briefly, Rydberg attributes 
such hemorrhages to a sudden cessation of uterine contractions 
which leaves the fetal blood pressure abnormally high resulting in 
leakage through the very delicate capillaries. 

Hemorrhagic Disease. Wemorrhagie disease as a factor in cere- 
bral birth lesions is discussed by a great many investigators, 
Greene, Munro and Burpee consider this condition to be relatively 
important. On the other hand, reports trom Roberts, Carlson, 
Sharpe and Patten give the impression that vascular disease oper- 
ates only in rare instances if at all in causing these intracranial dis- 
turbances, The point is further made by Sharpe and Maclaire that 
when hemorrhagic disease does occur, its appearance is often de- 
layed until about the third day post-partum. Rydberg is comment- 
ing on *‘the general tendency to bleeding shown by cases of intra- 
cranial hemorrhage,’’ suggests that cerebral ‘‘birth shock’’ may 
be a primary cause of hemorrhagic disease. 

Breech. The part played by breech delivery in the production 
of trawna or hemorrhage is still subject to open debate. At ne- 
cropsy MeNutt™ noted hemorrhage over the convexity of three in- 
fants thus born while those in which the vertex presented evidenced 
no intracranial hemorrhage. From these observations she was in- 
clined to associate hemorrhage of the convexity with the aftereom- 
ing head. Greene found only 6 cases (2.5 per cent) in 258 conseecu- 
tive breech presentations showing signs of intracranial hemor- 
rhage, yet he stresses its importance. [!hrenfest maintains that 
after breech extractions **minute subarachnoidal hemorrhages are 
not by any means rare.”’ 

Of the 46 cases which revealed bloody spinal fluid at birth, 
Sharpe and Maclaire report that 3 were breech deliveries. Hunt 
found tentorial tears and hemorrhage in each of four cases of 
breech presentation. Both Hunt and Ford call attention to Croth- 
ers” theory of injury through breech extraction. The latter author 
emphasizes the unusual risk to the infant engendered by this form 
ot delivery. According to Rydberg the breech position may act as 
a suffoeatory influence, 
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Encephalopathies. ‘That cerebral birth palsies could actually be 
the result of an encephalitie process either in utero or at birth has 
been suggested repeatedly. Smith writes: ‘‘In the majority of 
acute infectious diseases complicating pregnancy, where high tem- 
peratures are present, the child is born dead, but . . . there may be 
intermediary stages in minor cases that do not result in death.’’ 
He feels that an encephalitis, either during intrauterine life or 
shortly after birth, might produce a clinical picture simulating a 
congenital birth lesion, especially the mental symptoms. Sachs 
and Ryerson approve an encephalitic origin; Patten and Globus 
grant the occurrence of intrauterine encephalitis, the latter citing 
it in the etiology of porencephaly, 

Strumpell advanced the idea that polioencephalitis produces pal- 
sles that closely resemble birth lesions. Collier thinks that the 
possibility of a fetal polioencephalitis is not well supported by evi 
dence although recently necropsy findings have shown that enceph- 
alitis may occur in intrauterine life. 

freedom very frankly states that ‘‘it is impossible to bring all 
the various causes under one heading.’’ He further states, and 
properly, that ‘‘the cerebral infantile palsies are due to disturb- 
ances that are not uniform in etiology, clinical symptomatology, 
pathologic physiology or pathologie anatomy.’’ He belittles intra- 
cranial hemorrhage in the etiology of birth palsies while including 
among possible causes encephalopathies with widely differing path- 
ology, as tuberous sclerosis, status marmoratus (Vogt), aplasia 
axialis extracorticalis (Merzbacher-Pelizaeus disease), diffuse sub- 
cortical sclerosis and porencephaly. 

Towicosis. Toxie processes have been held responsible for many 
ills including dyskinesia. In some cases the evidence seems strong 
but again it may Operate only subordinately to a primary condi- 
tion. Levinson believes that toxemia of pregnancy may contribute 
to intracranial hemorrhage in selected cases. In this connection, 
Burpee specifically mentions syphilis. Hhrenfest’® takes the stand 
that ‘‘almost all recent contributors, who base the diagnosis of 
syphilis on a positive Wasserman reaction or finding of spiro- 
chetes, coneur in the opinion that this disease has signifi ‘ance in 
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the etiology of birth trauma, if not entirely so, chiefly only in so 
far as it is responsible for prematurity of the newborn.”’ 

Collier quotes from MeCarrison in the Lancet, (1908) in regard 
to cretins he found with a diplegia which develops about the first 
vear of life and is due, according to the original author, to a toxie 
process resulting from a deficiency of thyroid and parathyroid. 
Collier concludes that both the cerebral and the endocrine lesions 
result from the same disturbance. The endocrines are generally 
not considered to act as a causal factor in birth palsy. 

Conclusions. One is forced to the rather compromising conclu- 
sion that, in so far as the etiology of infantile cerebral palsies is 
concerned, we are probably dealing not with a single, well-defined 
entity but rather with several distinct conditions all of which re- 
veal certain clinical manifestations in common. In the typical di- 
plegia there seems to be a developmental hypoplasia—perhaps an 
arrest due to some untoward influence, Other cases of cerebral 
palsy seem to result from what might be termed encephalopathies, 
that is, a true degenerative process with or without inflammation, 
The neuromuscular disturbances in still another group of cases 
result from direct injury at birth just as surely as paralyses result 
from post-natal cerebral trauma. Even though a combination of 
these factors or additional ones may contribute to the establish- 
ment of birth palsies, the conelusion is obvious that a clear differ- 
entiation among these various types will permit a better under- 
standing of the etiology itself and will facilitate their possible 
control. 

SPrnaL Fiuiw FINpiINGs 

For the past number of years the spinal tap has been performed 
on hundreds of infants during the neo-natal period in an effort to 
gain more exact information regarding intracranial hemorrhage. 
Although some authors feel that bloody spinal fluid may be ae- 
cepted as reliable evidence of intracranial hemorrhage, a clear fluid 
does not necessarily indicate freedom from trauma. Glaser studied 
the spinal fluid findings on 100 premature infants. Of this number 
81 died, of whom 70 were examined post-mortem to verify the find- 
ings. Cerebral hemorrhage was found in 26 cases at necropsy but 
the spinal fluid was macroscopically bloody in only 19 of them. 
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From this he concludes that ‘‘even when cerebral hemorrhage is 
present the spinal fluid will be macroscopically bloody in only 7 
out of 10 cases.’? When tapped within 24 hours after birth the 
proportion is about 8 out of 10. Of 43 cases not showing hemor- 
rhage at necropsy 13 gave bloody fluid on spinal tap. In conclu- 
sion Glaser makes two very interesting statements as follows: 
‘Fatal cerebral hemorrhages may occur in premature infants with- 
out the appearance of gross blood or even an exceptional number 
of microseopie red blood cells in the spinal fluid;’’ and, ‘‘the pres- 
ence of red blood cells in microscopic numbers in the cerebrospinal 
fluid of premature infants during the early days of life is so com- 
mon that it may be considered as a physiological phenomenon. ”’ 

Roberts,** completing spinal taps on 423 negro babies, the great 
majority within the first 24 hours, reported that 60 (14.1 per cent) 
showed macroscopic blood in the fluid. In this group, 46 were con- 
sidered to have had normal labors, 14 were reported abnormal. 

Burpee thinks that blood is found in the spinal fluid in about 10 
per cent of the eases tapped but not in all cases suffering from 
intracranial hemorrhage. 

Sharpe and Maclaire report on 500 spinal lumbar taps made 
within 48 hours after birth. Of these, 45 (9 per cent) yielded 
bloody or blood-tinged fluid. However, it appears that 48 of their 
taps were unsuccessful so that the fluid was examined in only 452 
eases. Allowing for this correction, the percentage of bloody 
fluids is increased to almost ten. Their figures would lead one to 
believe that the use of forceps does not contribute to the produe- 
tion of demonstrable hemorrhage of the central nervous system. 
Significantly enough, these authors conelude that babies with 
“large intracranial hemorrhage frequently did not disclose signs 
of its presence by varying degrees of stupor, respiratory diffieul- 
ties, refusal to nurse and muscular twitehings even to convulsive 
seizures and at necropsy the diagnosis was confirmed.”’ 


SYMPTOMS 
Early Symptoms. As one might suppose, there is considerable 
difference of opinion as to the relative importance of various 
clinical symptoms as indicative of birth lesions. Munro said: ‘‘a 
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first baby which is hypertonic, cyanosed, refuses to nurse from the 
breast or bottle, has a tense anterior fontanel, is apathetie and has 
some respiratory abnormality may be presumed to be suffering 
from an intracranial injury.’’ The statement seems fair enough 
but is highly restrietive and even when applicable is considered 
only ‘‘presumptive’’ evidence of injury. 

Of the 60 new-born infants with bloody spinal fluid reported by 
Roberts, 34 showed no signs indicative of injury, being classified 
as normal. Coneerning the symptoms noted in the other 26, Rob- 
erts mentions delayed respiration, eyanosis, weak ery, rarely con- 
vulsions. Furthermore, the symptoms were proportionate to the 
severity of the hemorrhage but he records no paralysis, either 
spastic or flaccid. He considers that a bulging fontanel may be 
misleading. 

Schroeder reports that 22.8 per cent of 146 children showing in- 
fantile cerebral palsy revealed one or more of the following symp- 
toms at birth: Inability to nurse, cyanosis, asphyxia, deformed 
head; convulsions and paralysis before the second month. Ehren- 
fest’? reports nystagmus in 355 per cent of babies after normal 
labor, in 80 per cent of first born and in 100 per cent of abnormal 
presentations. He further calls attention to retinal hemorrhages 
in about 12 per cent of cases within the first 24 hours after birth. 

Sharpe and Maclaire, making clinical and laboratory examina- 
tions on 500 newborn infants, report the more common signs to be 
drowsiness to stupor, feeding from difficult to refusal, twitehings 


*) 


to convulsions. They report that of 73 eases with clinical signs 
only 25 vielded bloody spimal fluid. The figures were in part of 
this nature: 

Muscular twitching in 26 of whom 9 showed bloody fluid. 

Respiratory difficulty in 14 of whom 2 showed bloody fluid. 

Prolonged eyanosis in 9 of whom 2 showed bloody fluid. 

Poor nursing in 7 of whom 2 showed bloody fluid. 

Unusual drowsiness in 4 of whom 2 showed bloody fluid. 

These authors explain that ‘‘the cells of the cerebral cortex 
heing only partially developed at the time of birth . . . even large 
cerebral lesions (are not) disclosed clinieally.’’ In these cases the 
diagnosis may be confirmed only at necropsy. 








EUGENE W. MARTZ, M. D. DTT 


Munro lists the most important symptoms, in order of frequency, 
as follows: hypertonus, poor ery, cyanosis, would not nurse, tense 
fontanel, apathy, abnormal respiration, pallor, irritable nervous 
system, flaccidity, nystagmus, asphyxia. He emphasizes the in- 
creased intracranial pressure as a diagnostic finding. 

Grullee seems rather skeptical regarding this earliest sympto- 
matology. He feels that lethargy and refusal to nurse are not un- 
common among newborn babies, that a whining ery is seen in other 
irritative lesions, that cyanosis may be due to a congenital heart 
lesion. He says that coma is characteristic of intracranial hemor- 
rhage in the newborn but is generally fatal, pallor is suggestive of 
birth injury, convulsions at birth are caused chiefly by hemorrhage, 
museular twitching is significant, flaccidity is indicative of injury 
since the infant is physiologically spastic. He concludes by won- 
dering ‘‘if some of the conditions which we have been attributing 
to intracranial hemorrhage of the newborn are not really on the 
basis of brain defect.”’ 

As a result of his observations on birth-injured infants Peter- 
man* lists the following as among the more prominent symptoms : 
Convulsions, twitechings, paralyses, cyanosis, extreme irritability ; 
or apathy, stupor and difficulty in swallowing. Patten mentions 
cyanosis, respiratory difficulties and weakness as the most out- 
standing conditions in a series of 30 infants. Ryerson writes that 
‘“evyanosis is... a sign of grave cerebral disturbance.’’ He feels 
that it should be looked for as a sign of intraeranial hemorrhage. 
Hunt has recently written a comprehensive article on cyanosis in 
the newborn. He collected necropsy findings on 118 cases dying 
within 50 days of birth and giving a definite history of eyanosis. 
He states that transient or persistent cyanosis in the newborn is 
not uncommon, especially among the premature. Brain and men. 
inges were examined in 103 of the neeropsies of which 65 showed 
hemorrhage. In this series, injury to the brain or meninges was 
considered the most frequent cause of cyanosis, 

Summarizing the early, acute symptomatology as found by a 
number of different physicians, it appears that the more common 


symptoms of cerebral birth lesion are cyanosis, disturbance of res- 
piration, difficulty in or refusal to nurse, apathy, muscular twitch. 
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ing or convulsions. When present, these symptoms, or others, must 
be judged critically since the clinical picture may be distorted and 
misleading. 

Late Symptoms. The early, acute symptoms of an intracranial 
lesion may subside, perhaps ending the whole disturbance or, un- 
fortunately, may give rise to some unexpected sequela. There is 
considerable evidence to indicate that a case of cerebral hemor- 
rhage may cause no recognized symptoms for a considerable period 
after birth and later give rise to definite signs of a lesion. 

Regardless of the fact that arrested development, improper de- 
velopment or degeneration may be determined before birth and may 
result in both physical and mental handicap, it is equaily probably 
that injury at the time of birth may eventuate, in certain selected 
cases, in a rather similar set of symptoms, namely paralysis, men- 
tal impairment and alterations of personality or behavior. 

As the infant develops it is the appearance of motor symptoms 
which indicates the presence of a cerebral lesion. Mental symp- 
toms are not in evidence until later. Sharpe and Maclaire noted 
the following symptoms as developing within the first year: diffi- 
culty in holding up the head and in sitting, marked handicap in 
walking and talking, inception of a spasticity in the form of a hemi- 
plegia or diplegia. Carlson adds to these the frequent dysphagia, 
unsteadiness in reaching and grasping. 

Peterman includes the following symptoms as developing at 
about one year of age or more: Inability to sit alone, ineoordina- 
tion, athetosis, strabismus, retarded mental development, con- 
vulsions. 

Ryerson reports that he finds the eases about equally divided be- 
tween paraplegias (which he also calls Little’s disease) with men- 
tal impairment and hemiplegias with normal or nearly normal in- 
telligence. Sachs, in a series of 225 cases reports 156 hemiplegias, 
69 diplegias and paraplegias, a ratio of nearly two to one. Leteh- 
worth Village figures on 89 cases are in just the reverse ratio 
(see Table 1). 

Athetoid or choreiform movements may appear and serve to com- 
plicate the underlying paralysis. It is suggested by Lewandowsky 
and affirmed by Collier that the athetosis associated with hemi- 
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plegias and double hemiplegias is an entirely different phenome- 
non to the athetosis of diplegia, since the latter is only brought into 
evidence by volitional movements and is never spontaneous. This 
statement, however, is open to contradiction. 

In gaining a clear picture of the typical ease of spastic diplegia 
one could do no better than to consult Little* himself. A part of 
his classical description and interpretation are well worth quoting: 

‘“‘The contractures . . . are referrable to spastic contraction of one or 
more associated sets of museles, which is the common form of the disease ; 
but you may meet with rare cases, in which the whole of the muscles of the 
extremities, flexors and extensors, adductors and abductors, ete., appear 
conjointly spastiecally affected, the entire muscular system being perma- 
nently affected with tetanic stiffness, flexion predominating in the extremi- 
ties, probably through the power of the flexors and adductors exceeding that 
of their antagonists. Sometimes flexion predominates in the trunk; at other 
times extension in which case the anatomist is reminded of the fixed re- 
tracted state of the head observed in hemicephaloid foetuses. 

‘‘In some cases the physician is strongly reminded of chorea by the jerk- 
ing irregular manner ini which the individual endeavors to use the limbs. 

. . A common accompaniment of (congenital or acquired) contracture 
in a large proportion of the voluntary muscular system as of two or more 
extremities, and particularly when at the same time the muscles of the face 
and throat are involved, is an impairment of the intellectual powers. This 
may be slight and evinced simply by excessive unsteadiness in application 
to intellectual pursuits, great irritability of temper; or more severe, causing 
ungovernable temper, uncontrollable tendency to destroy objects, cunning, 
hebetude and weakness of every intellectual faculty, even complete idiocy. 
In some instances, however, the weakness of intellect has appeared to result 
less from permanent injury to the brain than from the want of sufficient 
training and education after its recovery from the severe physical shock it 
had received. Epilepsy is an oeeasional ecomplication.’’ 

‘The external form of the cranium oceasionally exhibits departure from 
the normal or average type, such as general smallness of skull, . 


‘? 


Mental. Although the disturbances in neuro-muscular function 
have been widely recognized and discussed as important sequelae 
of cerebral birth lesions, disorders of intelligence and behavior 
which may also manifest themselves have received relatively far 
less attention. As noted above, Little was aware of these changes. 


OcT.—1933—c 
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Winkelman feels convinced that cerebral birth trauma may lead 
to mental deterioration. According to Doll, Phelps and Melcher: 
‘Tt does not appear unlikely that injury which does not affect the 
motor areas may simulate other forms of cerebral deficiency and 
be mistaken for primary amentia of any degree from moronity to 
idioey.’’ Still more recently Martz presented a series of eight 
cases with cerebral birth lesions, showing psychiatrie disturbances 
including mental deficieney but without the usual neuromuscular 
involvement. 

In an effort to study behavior problems in children as possibly 
influenced by cerebral birth lesions, Schroeder selected two groups 
of clinic cases for comparison. The one group consisted of 146 
cases showing cerebral birth paralyses and were so diagnosed. The 
other group of 79 children gave a definite history of birth injury 
with immediate, concomitant signs but at the time of their appear- 
ance in the clinic showed no palsies. The group with paralyses 
had relatively few psychiatric problems beyond retardation while 
the simple birth injured group revealed a great variety of diffieul- 
ties totaling as many as 23 personality problems for a single case. 
Schroeder quotes Hamil as saying, ‘‘the child of violent temper 
who later grows up as an incorrigible, a recidivist or a moral per- 
vert may owe his antisocial mentality to some small brain destrue- 
tion in infaney.’’ 

Schroeder feels that injury during birth tends to determine be- 
havior problems but adds that mental retardation is the strong 
underlying influence. Among his conclusions he states: ‘*children 
with cerebral birth injuries who do not develop palsies show the 
behavior characteristics and mental retardation common to those 
with cerebral birth palsies. Children with cerebral injury at birth 
who show distractibility and hyperactivity, although free from 
birth palsies, should therefore be included in the classification of 
the results of birth trauma.’’ Schroeder lists the three most com- 
mon personality difficulties as distractibility, emotional instability 
and sleep restlessness. Dayton also observed a greater instability 
among children born abnormally. 

The following quotation is from Shrubsall and Williams: ‘* With 
eases of cerebral paralysis . . . there is often a complaint of lack 
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of emotional control and of a tendency to impulsive action.’’ Sim- 
ilarly, Carlson calls attention to one phase of emotional instability 
frequently observed in the spastie case. ‘* He may experience very 
little or no disturbance when working alone . . . but when obliged 
to perform under observation he may be so apprehensive that . 

the bodily reactions end in a whirl of confusion.’’ By considering 
this statement in conjunction with others of a similar nature one 
may deduce that these patients with birth lesions, during a moment 
of excitement, frustration or observation, may experience an emo- 
tional ejaculation which disrupts both neuromuscular activity and 
psyehie function. 

To quote Little :*' ‘‘ The child often, indeed, manifests uncommon 
sensitiveness to external impressions, even when approaching ado- 
leseence he is alarmed at trifling noises. The sleep after the first 
weeks of life is light, easily disturbed. Often there is extreme sen- 
sibility to touch.’ 

Smith calls attention to the fact that many birth injured cases, 
especially those with disturbances which cause dysarthria, ‘‘pre- 
sent emotional pictures which suggest idioey’ 


b] 


while actually their 
condition is due to an inability to control their mental responses. 
He lists the behavior characteristics of these injured children as 
follows: irritability, lack of concentration, emotional imbalance. 
Oppenheim mentions abnormal timidity as being very common. 
Smith continues: ‘‘In the group of cerebral accidents, we find tran- 
sitions both in the neurological and mental picture in which the de- 
ficiency may be of any gradation from that of the lowest idiot to 
the borderline individual in whom defeets of the higher powers of 
association, insight and judgment, as well as true personality devi- 
ations are the only outward manifestations of a previous injury.’’ 
Further on he states: ‘‘I cannot help but feel that many of the 
cases of mental deficiency which present an atypical picture, espe- 
cially those which do not readily conform to average personality 
patterns and which show a seattering in intellectual ability, can be 
explained upon a basis of birth injury, especially when we realize 
that the association pathways all develop after such an injury.”’ 


Of the 50 cases in his series, Smith reports that 22 per cent were 
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mentally normal, 16 per cent were morons, 40 per cent were imbe- 
ciles and 22 per cent were idiots. 

According to figures from the Spalding School two-thirds of the 
children are mentally normal, one-third subnormal. At the Vine- 
land Training School Doll'*" finds between 6 and 10 per cent of 
the population (depending on the criteria for diagnosis) classified 
as birth lesion cases. He adds: ‘‘among the mentally normal birth 
injured, speech defects are apparently less frequent,’’ although 
speech impairment cannot be used as a criterion for judging the 
degree of intellectual impairment. In the same way, he continues: 
‘*the personality or disposition of the individual may be affected 
independently of intelligence and movement.”’ 

During a 5-year period, 2,360 cases were admitted to Letchworth 
Village. Four per cent of these were diagnosed as cerebral birth 
lesions. This figure is not directly comparable with Doll’s mini- 
mum of six per cent; in a resident population the percentage of 
infirm eases is naturally greater because they tend to accumulate. 
On psychometric examination this four per cent is distributed as 
follows: 42 idiots, 35 imbeciles, 11 morons, 1 borderline. 

When these figures are correlated with physical diagnosis (Table 
1) it is at once obvious that the cases of diplegia (Little’s disease) 
range in the lower mental levels. The hemiplegias, although con- 
stituting a smaller group, show a trend toward higher intelligence. 
The patients grouped as physically normal type*, although again 
small in number, have a propensity toward a marked mental handi- 
eap, showing a lack of close correlation between the physical and 
the mental impairment. 


TABLE I. MENTAL STATUS OF CASES WITH CEREBRAL BIRTH LESIONS ADMITTED TO 
LETCHWORTH VILLAGE 


Idiot Imbecile Moron Borderline Total 
Diplegia (Little’s disease). 36 20 2 1 59 
RMN GS asscncseceees i 10 7 0 18 
RIOR, ona .dlctie s.dininn wares 2 ] 1 0 4 
Physically normal type ... 3 4 1 0 8 
MERE Nikehs aes vanmnrove 42 35 11 ] 89 


*Cases without obvious neurological disturbances other than mental. 
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In his 46 cases of cerebral infantile paralyses, Patten reports 68 
per cent of the difficult labor group as being mentally defective 
while in the normal labor group 96 per cent are mentally defee- 
tive. The latter corresponds in some degree to the diplegia group, 
Table 1. Dayton does not consider difficult labor to be important 
in the etiology of mental defect. 


DIAGNOSIS AND PROGNOSIS 


The diagnosis of the case may in some instances present a diffi- 
eult problem. During the neo-natal period when the infant is still 
showing acute symptoms of a brain lesion it may be relatively sim- 
ple to make the diagnosis. The birth history, the clinical picture, 
the spinal tap with fluid and pressure findings all assist in reaching 
a valid conclusion. It should, however, be borne in mind that one 
cannot always rely upon the acute symptomatology in localizing 
the site of the intracranial lesion, 

It is suggested by Sharpe and Ehrenfest as well as by other in- 
vestigators that in cases with a mild degree of intracranial hem- 
orrhage, absorption occurs through natural channels so that the 
acute signs, if any, are of only temporary duration and the child 
makes an excellent recovery. On the contrary, Gautret and Reuon 
report a delivery in the case of a multiparous woman. Labor was 
natural—uneventful. The infant progressed normally for a week 
then showed signs of an intracranial disturbance. A lumbar tap 
showed red blood cells in the fluid while a necropsy confirmed the 
diagnosis of ventricular hemorrhage. 

In some cases, for one reason or another, attention is not directed 
toward the child’s condition for months after birth. Then there 
is noticed a gradually developing paralysis, the non-appearance of 
speech, inattentiveness, impaired gait, lack of interest in the envir- 
onment. It may be noted that the child does not hold up his head, 
does not learn to sit alone, does not learn proper toilet habits. At 
this period one is immediately confronted with the question of 
whether this is actually a congenital condition which is only now 
becoming apparent, whether it is due to an acquired lesion, or 
whether it represents an hereditary defect. The differential diag- 
nosis nay be a purely academic point, of no practical significance 
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in so far as the treatment of the case is concerned, nevertheless, it 
is undoubtedly true that as we learn more about these patients a 
differentiation between them will become more and more essential. 
Doll has suggested six points of study in securing a complete 

diagnosis: 

(1) Clinical status, that is, the present condition of the patient. 

(2) Birth and pre-natal history. 

(3) Neo-natal history—the thirty days or so subsequent to birth. 

(4) Genetic and developmental history. 

(5) History of pathology other than that associated with birth lesion. 

(6) Heredity. 


This outline seems comprehensive enough but unfortunately in- 
formation on one or more of these topics is frequently missing. It 
might not be ill-advised to expand the fifth point when possible, to 
include neuropathological findings, both the gross and microscopic. 
In the past this post-mortem study has all too frequently been neg- 
lected, whereas, in conjunction with the other items, it should con- 
tribute toward a clarification of the whole problem of cerebral birth 
lesions. Ryberg presents the microscopic neuropathology in con- 
siderable detail. 

The clinical picture presented by the patient may assist in classi- 
fication but in certain selected cases there is sure to be a difference 
of opinion and reasonably so. The case history is often of consid- 
erable value in offering a clue but should always be accepted with 
caution since it may be second-hand information and subject to 
error or misinterpretation. 

Out of an entire group of 117 birth-injured cases, Munro was 
able to follow the development of 48. Thirty-nine (81 per cent) 
of these he classes as cured, while five are still too young to judge 
finally. Roberts followed 54 of his 60 cases showing hemorrhagic 
spinal fluid at birth. ‘en of these may be presumed to have died 
from the hemorrhage, two from other causes. Of the remaining 42 
cases, ranging in age from 2 to 19 months, only two show impair- 
ment of either physical or mental development. Both were classi- 
fied as severe cases when spinal tap was done following birth. 

A survey of the literature does not serve to reassure one in re- 
gard to the progressive nature of cerebral birth lesions. Doll? 
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thinks that the motor handicaps tend to improve although statisti- 
eal calculations on his series of cases would appear to contradict 
this. Little, quoted by Collier, feels that the less severe lesions 
show a progressive recovery in the course of years. Collier him- 
self states that the main difference between the pre-natal and the 
post-natal types of cases seems to be that the pre-natal incline 
toward improvement while the post-natal are rather progressive in 
nature, the reverse occasionally occurring. Both Shrubsall and 
Freedom appear to favor the idea of a progressive course at least 
in the diplegic type of lesion. According to Patten, those children 
who survive for 20 years probably show a progressive, physical 
deterioration but the cause is obscure. 

Observations at Letchworth Village are to the effeet that any 
changes, after the initial acute stage, are extremely gradual. In 
many children, the apparently progressive physical handicap is 
largely relative, in much the same way as mental deficiency in a 
growing child. 


PREVENTION AND TREATMENT 


Obstetrical. Where the question of birth injury is concerned, 
treatment should begin as far as possible with prevention. — It 
seems almost superfluous to mention that in pregnaney the attend- 
ing physician should always determine whether, in his judgment, a 
normal labor is probable. Ehrenfest’® says that ‘‘nothing should 
he done to hasten or shorten a labor which seemingly is progress- 
ing normally, and particularly not in a premature labor.’’ He 
cautions that haste almost invariably increases the danger to the 
child and suggests that appropriate methods be employed to cir- 
cunvent excessive compression in those cases where strong uterine 
contractions expose the fetus to undue risk. This author feels that 
asphyxia is often outward evidence of an intracranial lesion and 
therefore warns that an apparently asphyxiated child should be 
treated as one traumatized, and handled gently. Suspension by the 
legs, Schultze’s maneuver and similar tacties are deplored. 


Crothers’ warns regarding traction in delivery as highly unphy- 
siologieal and fraught with the utmost danger to the spinal cord, 
brachial plexuses and spinal nerves at their junction with the cord. 











586 A PRESENT-DAY CONCEPT OF CEREBRAL BIRTH PALSIES 


He concludes that the use of force in delivery subjects the dural 
septa to the danger of rupture with consequent embarrassment of 
the medulla while prolonged delay endangers the cerebral cortex 
itself. 

Surgical. Munro advises decompression (after recovery from 
surgical shock) by lumbar tap, repeated if necessary. He recom- 
mends parental whole blood intramuscularly in hemorrhagic dis- 
ease, elevation of depressed fractures, subtemporal decompression 
if indicated, rarely ventricular tap. Sharpe and Maclaire urge 
early diagnosis of intracranial hemorrhage so that treatment may 
be instituted as soon as possible, not after a period of days; re- 
peated lumbar puncture if necessary, spinal drainage, increased 
blood coagulability before organization of a clot. 

In cases of fracture with depression of the fragments Roberts*' 
suggests elevation if the parts do not return to normal position 
shortly. He does a trephine and hooks the depressed tables of 
bone back into place. 

Glaser recommends spinal (lumbar) puncture as of value not 
only for diagnosis but also as a therapeutic measure. He goes into 
considerable detail to describe the most practical method of pro- 
cedure in tapping the spinal canal of a newborn infant. Grullee, 
although conservative in his statements regarding spinal fluid with- 
drawal does, however, mention cisternal and ventricular puncture 
(via anterior fontanel) when necessary as the best means of remov- 
ing hemorrhagic fluid. Rydberg, although recognizing the diagnos- 
tic value of lumbar puncture, nevertheless warns that this pro- 
cedure is dangerous and of no therapeutic value. He strongly fa- 
vors blood transfusion as a hemostatic agent. 

Ryerson recommends surgery for the evacuation of clots up to 
the age of six months, however, he has successfully removed extra- 
dural clots 3 to 10 years after birth. He suggests attacking the 
problem by means of education, physiotherapy and surgery. In 
the latter category he includes lengthening of tendons especially 
about the thighs and legs (a practice condemned by Phelps). He 
cautions against indiscriminate operations such as cutting of the 
muscles themselves, cutting of the peripheral nerve supply (Stof- 
fel), ramisectomy (Royle) and cutting of sensory roots (Foerster). 


— 
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Training. Through the orthopedic service of the New Haven 
Hospital, Phelps has been doing splendid work during the past 
eight years in the orthopedic treatment of these children. They 
now maintain about 40 out-patients under treatment while 25 bed 
eases are cared for at the Newington Home for Crippled Children. 
Phelps names as the two prerequisites for satisfactory treatment, 
(a) sufficient intelligence to make rehabilitation worthwhile and (b) 
a static condition of the disease process. In order to facilitate or- 
thopedic treatment he has classified all cases on a basis of total 
function, thus: 

(1) Spasticity—in hypersensitive muscles. 

(2) Athetosis—an involuntary, succession movement. 

(3) Synkinesia—overflow accompanying voluntary motion. 
(4) Ataxia—incoordination during movement. 


(5) Tremors—different types of rhythmic movements. 


These conditions must be recognized and treatment adapted to 
the type of handicap. Where two or more disturbances exist sim- 
ultaneously (as ataxia and synkinesia) they must be sorted out 
and treatment prescribed for each element of the dyskinesia. He 
then classifies the treatment as follows: 


(1) Relaxation—a primary requisite which must be voluntary. 

(2) Proper muscular balance. 

(3) Reciprocal motion—alternate movements starting proximally in the 
extremities. 

(4) Advanced treatment—combined movements. 


(5) Surgery—as an aid, where indicated. 


The treatment cannot be rushed. Phelps estimates that satisfac- 
tory results cannot be assured under five years. One hour a day 
of formal exercises is generally enough while in addition, vacation 
periods of one day a week and one month a year are recommended. 

The fullest degree of cooperation at all times is imperative. The 
larger, proximal groups of muscles are dealt with early, then grad- 
ually the more distal parts are trained until the feet and especially 
the fingers are given careful and thorough consideration. Surgery 
should be employed only after the degree of rehabilitation can be 
fully estimated and then the greatest caution should be exercised. 
The hyperirritability of the muscles is the important factor which 
must constantly be kept in mind. 
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In 1931 Carlson started work at the Vanderbilt Clinic, New York, 
aiming at the re-education and improvement of cases of dyskinesia. 
In 1932 a similar department was also established at the Neurologi- 
cal Institute. Carlson sounds the optomistic note that in birth in- 
jury ‘‘the tendency is to over-rate the handicap and to undervalue 
the undamaged residue.’? He also emphasizes the influence of the 
emotions, early in aggravating and later in controlling the spasms. 
He does add that, at times, it may be important to dissociate the 
emotional factors from the museular acts. 

It is the general opinion that best results are obtained where 
treatment is begun earliest. Infants only one year of age are none 
too young. Carlson feels that it is not merely a matter of muscle 
training but rather an entire educational program which demands 
the closest cooperation between physician, physiotherapist, teacher 
and parent. In this way it becomes a 24-hour-a-day proposition in 
which the patient evolves a method of living that yields a maximum 
of efficiency and satisfaction. Psychiatry is of value in those cases 
that reveal undue emotional conflict or anxiety. 

These paralytic children are seen in varying numbers in divers 
hospitals and dispensaries. Schools and institutions for mental 
defectives have always cared for many of them in more of a cus- 
todial capacity. Recently, both muscle training and classroom 
work have been undertaken experimentally on carefully selected 
cases at Letchworth Village with fairly satisfactory results. Pre- 
cise psychological examinations indicate an improvement in com- 
prehension and mental responsiveness in a majority of cases fol- 
lowing systematic training.” 

The Vineland Training School has been diligently studying this 
whole problem for the past few years. The results of their efforts 
have recently appeared in book form™ which might readily serve as 
a basis for similar work in other institutions. They report that 
the mental deficiency in their palsied cases handicaps their treat- 
ment to a large degree. They further report that their ‘‘results 
with feebleminded patients are by no means as promising as those 
observed with mentally normal patients.’’ Improvement is noted 
in responsiveness and effort but comparatively little mental change 
from the muscle training alone. 
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At the Spalding School in Chicago, controlled by the Depart- 
ment of Education, they handle 150 birth palsied children. The 
cooperation of the patient is gained before any systematic treat- 
ment is attempted. Their program is divided broadly into three 
divisions ;*’ physical, academic, social. The first includes such 
activities as proper breathing, walking and talking. Swimming in 
a tank promotes confidence and coordination. The academic work 
is especially adapted to the needs of this type of case and includes 
classes from kindergarten through the grades. They lay consid- 
erable stress on the social training. The Spalding plan is the 
direct antithesis of the former rule of institutionalization. Insti- 
tution life deprived patients of normal social experience and con- 
tacts while now they try to develop these associations among the 
children. 

Reconstruction hospitals such as the one at Ithaea, N. Y., are 
devoting considerable attention to birth lesion children. Westches- 
ter County,*® New York, has opened a school at Mamaroneck for 
the improvement of spastic or birth-injured children. They have 
listed 35 in the county who are acceptable for training. These 
children are taken to and from school by bus. It has been an out- 
growth of earlier work undertaken by an orthopedie specialist and 
a visiting teacher in the homes. 

Their present quarters contain considerable, inexpensive equip- 
ment for the purpose of training and re-educating muscles and 
groups of muscles. They feel that with some of the patient’s atten- 
tion directed to the games, taut muscles loosen up and functional 
activities are facilitated. The whole program is still in the pro- 
cess of development but the following agencies are coordinating to 
make it a success: State Department of Education, County Depart- 
ment of Health and The Neurological Institute of New York City. 

During 1931 and 1932 the Physiotherapy Review ran a series of 


rather practical articles on the subject of cerebral paralyses in 
children. These were written by physiotherapists and others inter- 
ested in the training and rehabilitation of these palsied cases. 
Mabel Smart, a teacher at Spalding School, wrote one of the 
earlier articles. In 1931 she reported an enrollment of 850 chil- 
dren at the school of whom 115 were classed as ‘‘spastic cases.’’ 
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These were selected on the basis of intelligence rather than motor 
handicap—maintaining a minimum of I. Q. 70. It was found that 
even at age six the mental and muscle habits are so firmly fixed 
that training is unnecessarily difficult, so in 1930 a nursery school 
was opened for children between two and four years old. These 
youngsters made remarkable progress in the first year. 

Paisley remarks that ‘‘the spastic child is not a cripple and 
should not be so considered. He is handicapped. The word ‘crip- 
pled’ carries with it the idea of permanent disability.’’ She speaks 
of the value of music in working with these palsied subjects and 
finds that it has a quieting, sedative effect, assisting in relaxation 
and balance besides setting a rhythmic pace. Songs and nursery 
rhymes as employed by Trainor and others are of the greatest as- 
sistance among the younger patients. These devices not only 
attract the child by making a game of the treatment but also assist 
in overcoming muscular resistance and tension. Rhythm in any 
form will be found a great help. Aust speaks of using endocrine 
gland substance as well as sedative drugs as valuable adjuncts in 
treatment. 

It is to be hoped that work along these lines is continued. Prog- 
ress is generally tedious, at times discouraging but, often enough, 
the results are most gratifying. 
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THE TREATMENT OF JUVENILE GENERAL PARALYSIS 


BY HOWARD W. POTTER, M. D. 
ASSISTANT DIRECTOR, PSYCHIATRIC INSTITUTE AND HOSPITAL, NEW YORK CITY 

It is now an established fact that general paralysis as it oceurs 
in adults who contracted a syphilitic infection in early adult life is 
treated with some degree of success by tryparsamide or malaria, 
and that the course of the disease usually remains unaltered when 
treated by the common arsenicals and mereury or bismuth. The 
literature on the treatment of juvenile general paralysis by malaria 
or tryparsamide is not very extensive. Weitz’ stresses the impor- 
tance of early treatment, even before the development of central 
nervous system symptomatology, and emphasizes the importance 
of spinal fluid examination in all syphilitie children. Weitz points 
out the lack of success in the treatment of congenitally syphilitic 
children with a cerebral involvement under the usual antiluetic 
therapy. Weitz treated 14 congenitally syphilitie children; some 
were definite juvenile paretics and others were so-called Wasser- 
mann fast eases with no evidence of cerebral involvement. In con- 
clusion, Weitz states, that the results, on the whole, were better 
with using combined malaria and arsenical (not tryparsamide) 
therapy than when the common arsenicals were used alone. Weitz 
also states that the earlier the malaria therapy is instituted the bet- 
ter the prognosis. 

Herrmann? makes a report on four cases of juvenile general 
paralysis treated with malaria; three showed a definite improve- 
ment both clinically and serologically. 

Nabarro® reports marked improvement in a child six years of 
age, following malaria therapy. 

Hescheles* treated 11 cases with malaria; in six the only mani- 
festation of a cerebral involvement was a positive spinal fluid serol- 
ogy; in four of these the serology became negative. The results of 
therapy in the other 5, who were mentally deficient, were negative. 


Van Westrienen’ reports a definite clinical improvement in a 
13-year-old female juvenile general paretic after malaria therapy. 
Kaufmann’ of the Wagner-Jauregg Clinic, reports considerable 
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improvement after malaria therapy in a 234-year-old imbecile who 
showed positive serology in the blood and spinal fluid. 

This study of the treatment of 60 cases of juvenile general 
paralysis is based on case summaries of patients admitted to the 
several State institutions in the Department of Mental Hygiene 
of the State of New York since January 1, 1922. It is only through 
the cooperation of the superintendents and medical staffs of these 
institutions that such a large number of cases can be reported upon, 
The case summaries submitted to the writer were not uniform in 
the amount and kind of information they contained yet in practi- 
eally all certain significant clinical data were available and these 
are tabulated on the charts throughout this paper. The treatment 
employed was not uniform in all institutions. The following data 
were taken from the case summaries which, in our opinion, should 
be of special significance in evaluating the treatment. 

Basically normal or subnormal in intelligence. 

Treated or not treated for congenital syphilis before onset of 
psychosis. 

Age at onset of psychosis. 

Initial symptomatology of psychosis. 

Reaction type. 

Elapsed time between onset of psychosis and treatment. 

Treatment employed. 

Elapsed time after beginning of treatment and last recorded 
report of condition. 

Clinical condition after treatment. 

Serology after treatment. 

It was possible to estimate the general level of intelligence from 
the facts given in the clinical summary regarding general alert- 
ness, progress in school, and social adaptation. Such a clinical 
differentiation is important because practically all authorities spe- 
cify that cases of juvenile general paralysis fall into one or the 
other of two clinical groups, viz.: those whose development takes 
place at a normal rate until the onset of the disease and those who 
are mentally inferior from birth or early infancy, develop at a 
slow rate and then later on in life undergo a mental deterioration. 

The fact that a patient had been treated for congenital syphilis 
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in infancy or earlier childhood was noted in certain cases but sel- 
dom was the treatment described in detail. 

The initial symptomatology or onset of the psychosis was suffi- 
ciently well described in all cases to characterize it by the terminol- 
ogy used in the accompanying tables; the terminology is sufficiently 
clear to require no elaboration here. 

The character of the mental symptomatology is classified under 
‘‘Reaction Type.’’ Naturally there was, in many cases, an over- 
lapping but, in each ease the reaction type showed certain out- 
standing characteristics or trends. 

The treatment employed after a diagnosis of juvenile general 
paralysis had been established was noted. When the treatment 
failed to produce good results in any given case it was not because 
the particular form of therapy used was administered to an extent 
less than ordinarily considered adequate. 

The clinical condition after treatment was judged from the latest 
observation on the case. A patient was regarded as having a com- 
plete remission if he had been restored to his former level of men- 
tal health. A partial remission constituted a subsidence of acute 
psychotic symptomatology with a partial restoration to the former 
level of mental efficiency. A patient was classified as unchanged if 
the deterioration had not further progressed and the mental con- 
dition had remained essentially unchanged even though certain 
more acute psychotic symptoms, such as excitement, had cleared 
up. In these three conditions it may be postulated that the treat- 
ment was effective, even though at the best, no further deteriora- 
tion had occurred. Two other groupings of clinical outcome were 
made in which the treatment obviously failed to be at all effective 
—those who continued to deteriorate and those who died. 

The serology after treatment is also recorded with reference to 
the blood Wassermann reaction and the spinal fluid findings. Un- 
fortunately such reports were not available in all cases. 

It should be emphasized that only cases in which there was an 
undoubted diagnosis of juvenile general paralysis were included 
in this study. The congenitally incurred syphilis, characteristic 
neurological findings and psychopathology, and positive serology 
in the blood and spinal fluid were present in each case. 
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In evaluating the factors influencing the outcome of treatment 
the sex of the patient played an unessential role. Reference to 
Table I will show that the males and females were about equally 
divided in the ‘‘complete remission,’’ ‘‘ partial remission,’’ ‘‘un- 
changed,’’ ‘‘worse’’ and ‘‘died’’ groups as well as in the entire 
group. 

Tables II, III, IV, V, and VI show the results of treatment of 
this series of cases. In general it can be said that in approximately 
half of the cases, treatment was effective even if it only prevented 
further deterioration while in the other half deterioration or death 
or both ensued in spite of treatment. The practical results of 
treatment in these cases is not encouraging as only 6 out of 60 cases 
gained a complete remission. There were many controlling fac- 
tors,. however, both in the kinds of treatment used and in the case 
itself which offer an explanation for these poor results. These 
factors, favorable and unfavorable, are set forth in the following 
pages and tables. 


CASES WITH A BASICALLY INFERIOR INTELLIGENCE 


In 9 cases the mental symptomatology was characterized solely 
by a hypophrenia or a state of mental deficiency. All, with the 
exception of one treated by malaria were treated by the 
usual arsenicals and metals in the conventional fashion prior 
to the onset of any deterioration (Table VII). We find 
that in only one instance (Case No. 23) did there result 
any actual mental improvement. This improvement was of 
only academic significance however, as the patient was a low grade 
imbecile at the beginning of treatment at the age of seven years 
and the change brought about possibly due to treatment, and pos- 
sibly not, was simply an increase in ten points in the I. Q., from 
27 to 37. The serology however, became negative throughout. In 
two other cases, one (Case No. 26) treated by sulpharsphenamine 
and bismuth, and the other (Case No. 40) treated by malaria, the 
only one in this clinical group treated by malaria, the mental con- 
dition, 8 and 4 years’ respectively after treatment, had remained 


stationary and further deterioration had not taken place. The 
remaining six cases in this group, all of whom were treated by 
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sulpharsphenamine and bismuth or mercury, 2 below the age of 10 
and 4 between the ages of 10 and 14, went on to mental deteriora- 
tion (Cases No. 24, 25, 28, 29, 31, 32). 

There were 16 cases of juvenile general paralysis whose mental 
symptomatology was basically a hypophrenie state and who had 
already shown indications of progressive deterioration before 
treatment was instituted (Table VIII). One of these cases (Case 
No. 22) who was treated by malaria, tryparsamide and bismuth, 
18 months after the onset of deterioration at 14 years of age, was 
restored to her former mental state, that of a borderline level of 
intelligence, and the serology became negative throughout. Two 
eases (Cases No. 34 and 18) showed a subsidence of the acute men- 
tal symptoms, confused excitement and extreme irritability, but 
remained somewhat more hypophrenic than they had been prior 
to the beginning of their deterioration. In both, the serology, ex- 
cept for a very weak paretic gold chloride curve in one, became 
entirely negative; one was treated by malaria, sulpharsphenamine 
and bismuth and the other by tryparsamide, sulpharsphenamine 
and bismuth. Each was approximately 14 years old at the time of 
treatment and was treated within a year of the onset of the deteri- 
oration. Four cases (Case No. 57, 29, 19 and 20), each treated with 
malaria, were observed to be in a state of arrested simple deterior- 
ation, 314, 4 and 1 years respectively after treatment was insti- 
tuted. Eight died and one was still living one year after treatment 
but undergoing a progressive deterioration. Three of these were 
treated by malaria, three by tryparsamide and three by arsphe- 
namine and bismuth. Their ages, at the beginning of treatment, 
ranged from 1314 to 23 and the elapsed time between the onset of 
the deterioration and treatment from one month to four years. 

In discussing the entire group of 25 cases in this study (Table 
IX), who had never attained a normal level of mental development, 
four were improved and of these, only one was treated with neither 
tryparsamide or malaria; each showed a definite serological im- 
provement as well. In six cases the paretie process was arrested 
though no improvement was shown; these were treated with 
malaria, with one exception in which sulpharsphenamine and bis- 
muth were used. In seven cases a further deterioration ensued 
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regardless of treatment, which in one case was malaria and in six, 
sulpharsphenamine and bismuth. Eight patients, two treated by 
malaria, three by tryparsamide and three by sulpharsphenamine 
and bismuth died. 

To summarize then, in the group of 25 hypophreniec juvenile 
pareties, there were 10 patients in whom, at the worst, further 
deterioration was prevented; 8 out of the 10 were treated 
with malaria or tryparsamide; 15 patients became worse or died; 
in other words, treatment had no beneficial effect on the course 
of the disease—9 of these were treated with neither malaria nor 
tryparsamide. This indicates that the use of malaria or tryparsa- 
mide in the treatment of the hypophrenie type of juvenile paresis is 
more likely to be followed by arrest or improvement than when 
neither of these therapeutic agents is used. 

In comparing the outeome of treatment in general (Tables II, 
III, 1V, V, VI) of the 25 eases in this series presenting a basic men- 
tal deficiency with the results of therapy in 35 cases in this series 
who were of average mentality prior to the onset of their sympto- 
matology, and momentarily leaving out of consideration other 
factors, we find that of six who had a complete return to their for- 
mer mental level, 5 were of average mentality prior to the onset; 
of the 11 who attained a partial remission or improvement 8 were 
of average mentality prior to the onset; of the 15 whose condition 
remained unchanged or arrested, 9 were of average mentality prior 
to the onset; and of 28 who became worse or died, 13 were of aver- 
age mentality prior to the onset. It appears therefore that the 
chances of good results from treatment are better if the patient 
was of normal mentality prior to the onset of the symptoms. This, 
however, we interpret as due to the fact that the paretie process 
probably was present for a longer period of time in the hypo- 
phrenie group. 

There was a total of 38 cases in this study who were treated by 
malaria or tryparsamide (Table X); of these, 14 had always been 
hypophrenie and 24, of normal mentality, prior to the onset. About 
half of the hypophrenic cases, or 6, beeame worse or died, while of 
the 24 who were previously or normal level, 5 or only about one- 
fifth, became worse or died. It appears therefore that the chances 
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of further deterioration are more than twice as great in the hypo- 
phrenic group as in the mentally normal group even with malaria 
or tryparsamide therapy. 

It is of course impossible to state how long-standing is the paren- 
chymatous process in the brain of the hypophrenie type of juvenile 
general paralysis. Does it begin before birth, in the early weeks 
of life, or at some later period? Is there first just a constitutional 
amentia as an expression of a blastophorie lues? Regardless of 
these and other moot points however, our data do not warrant the 
conclusion that all cases of this type cannot be materially improved 
by treatment. It must be borne in mind that the diagnosis of ju- 
venile paresis in many cases with a basically inferior mentality is 
a ‘‘happen stance.’’ Many of these cases are for years regarded 
as mental defectives and the possibility of the mentally deficient 
state being an expression of an early juvenile general paralysis is, 
most of the time, overlooked. 


CASES WITH BasICALLY NORMAL INTELLIGENCE 


Turning now to the group of 35 cases who were of average men- 
tal development at the time of the onset of their paretiec sympto- 
matology we shall proceed to analyze the various factors which 
seem to be of significance in the outcome of treatment. 

With reference to the kind of treatment employed, Table X] 
shows that those cases treated with tryparsamide, malaria or as in 
two cases, radiothermy or diathermy, made the better showing so 
far as outcome is concerned. Of 24 cases treated with malaria or 
tryparsamide, only 5 became worse or died while of 9 cases treated 
with common arsenicals, 8 became worse or died; the other was a 
patient 21 years old at the age of onset, who was treated intraspin- 
ously as well as intravenously with arsphenamine within one month 
after the onset of the psychosis and gained a complete remission. 
Table XI shows that no other case treated with the common arseni- 
‘als was even arrested. The case treated by both malaria and try- 
parsamide that gained a partial remission had already begun to 
show some clinical improvement after the malaria therapy and be- 
fore the tryparsamide therapy was instituted. The other 6 cases 
treated by both malaria and tryparsamide failed to show any im- 
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provement after malaria treatment and tryparsamide was then 
given as an additional therapeutic agent. 

We were unable to establish any significant relationship of the 
employment of the usual methods of antisyphilitic treatment 
earlier in the life of the patient prior to the onset of the psychosis 
to the outcome of treatment, nor did the initial symptomatology or 
character of onset appear to have any prognostic significance. 

Our data suggest that the older the patient at the time of onset, 
the better the prognosis, other things being equal. (Table XII). Of 
4 cases gaining a complete remission with malaria or tryparsamide 
therapy, 3 were 15 years old or over. If this is true it may mean 
that the patient was inherently more resistant because he did not 
develop symptoms until a late age or it may mean that the older a 
child is at the onset the more likely is a diagnosis of general paraly- 
sis to be made rather than a diagnosis such as mental deficiency, 
behavior problem, or some other such vague term commonly ap- 
plied to personality and mental disturbances in children. This 
latter interpretation is substantiated by our data—of 14 cases 15 
years old or over, the average interval between the onset and the 
beginning of treatment was 18 months while of 10 eases below 15 
years of age the average interval between the onset and the begin- 
ning of treatment was 4 years. 

Table XIII shows that the expansive and confused excited types 
tend to do better with malaria or tryparsamide therapy than do the 
simple dementing types. Of 10 cases of the confused, excited or 
expansive types, 8 gained partial or complete remission while of 
13 cases of the simple dementing type only 2 gained a partial or 
complete remission. This may be due to the fact that the confused, 
excited and expansive types precipitate hospitalization and hence 
diagnosis, while hospitalization and hence diagnosis is often long 
delayed in the simple dementing reaction types. The average time 
between onset and treatment shown on Table XIII lends support 
to this assumption. 

The elapsed time between the onset of symptomatology of juven- 
ile general paralysis and the application of malaria or tryparsa- 
mide therapy has special prognostic value as shown in Table XII. 
Of 14 cases treated within two years of the time of onset, 13 were 
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arrested or improved and only 1 deteriorated. But of 10 cases 
treated more than two years after the onset, 4 of them continued to 
undergo a progressive deterioration. 


ILLUSTRATIVE CASES 
1. TREATMENT FOLLOWED BY COMPLETE REMISSION OF SYMPTOMS 


Case No. 22. A female who had always been of a high grade moron level of intelli- 
gence. She was the oldest of three children. The parents and the other two children had 
positive Wassermann reactions. When patient was 8 years of age her Wassermann was 
found to be positive. She was given mercurial inunctions and arsphenamine until the 
age of 15. At the age of 14 she became extremely irritable, forgetful and unsteady 
on her feet. She developed a speech defect and for several days at a time she would 
remain in bed as though in a partial stupor. She was admitted to the Utica State Hos- 
pital at the age of 1544. On admission she was simple, childish, confused, irrelevant 
and incoherent in her talk, dull and apathetic. There were pronounced orientation and 
memory defects. 

The pupils reacted sluggishly to light. The knee jerks were absent; triceps and 
biceps jerks present and exaggerated on the left side. Slurred speech, poor muscular 
coordination, positive Romberg, blood Wassermann 4 plus, spinal fluid Wassermann 4 
plus; spinal fluid showed 326 cells, a positive globulin and a strong paretic, gold 
chloride curve. She had a course of malaria treatment followed four months later by a 
course of tryparsamide and mercury. 

Six weeks after malaria therapy was instituted she began to improve. Her ataxia 
cleared up, she became more alert and was soon well oriented. At the age of 18 
years, or 2% years after the initiation of malaria and tryparsamide therapy, she was at 
home helping with the housework and was making a satisfactory adjustment. Her 
serology became negative throughout. 


2. TREATMENT FOLLOWED BY PARTIAL REMISSION OF SYMPTOMS 


CasE No. 5. A male of average intelligence with a schizoid type of personality, 
prior to the development of the psychosis. He was one of three children, both of the 
other children were normal and did not have syphilis. There were two stillbirths pre- 
ceding the patient. The father has a positive blood Wassermann reaction. The patient 
led an uneventful life, completed school and was gainfully employed until the age of 
20, when he suddenly developed a mental confusion, which lasted for a period of 3 or 
4 days. Six months later he began to have convulsions with loss of consciousness. With 
the onset of the convulsions he became mentally dull and incoherent in his talk. He was 
admitted to the Brooklyn State Hospital at the age of 21. On admission he was men- 
tally clear, well oriented but showed retentive memory defects and a defective memory 
for recent events. He was rather simple and childish and at times quite irritable. An 
intelligence test, given on admission, showed him to have an I. Q. of 100. 

The pupils were fixed to light and accommodation, the speech was slurred, the gait 
was ataxic, there was a positive Romberg sign and the deep reflexes were absent 
throughout. The upper central incisors were notched. Blood Wassermann 4 plus, spinal 
fluid showed a 4 plus Wassermann, 30 cells, an increase in globulin and a strong luetic 
gold chloride curve. 
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He was treated with tryparsamide and bismuth over a period of approximately 6 
months. About 6 weeks after the initiation of treatment his memory defects disap- 
peared and he became less irritable and petulant 18 months after the initiation of 
treatment, or at the age of 22%, he was living at home where he was making a satisfac- 
tory adjustment. His mental condition did not improve to the extent, however, to enable 
him to return to work. No data are available regarding the serology following 
treatment. 


3. TREATMENT FOLLOWED BY ARREST OF SYMPTOMS BUT NO IMPROVEMENT 

CasE No. 14. A female who appeared to be of average mentality and had an unevent- 
ful life until the onset of her symptoms at the age of 10 years. The mother has general 
paralysis. When the patient was 10 years of age she began to fail in her school work 
and from that time on there ensued a slowly progressing mental dullness. When 13 
years of age she suffered a head injury, following which she complained of headache, 
became forgetful, irritable and very quarrelsome. She was admitted to the Binghamton 
State Hospital at the age of 16. On admission she wet and soiled herself, was extremely 
irritable and very childish. She was markedly disoriented and showed gross memory 
defects. She was in a state of marked mental deterioration. 

The pupils were fixed in their reaction to light and accommodation. Her coordina- 
tion was poor, the gait ataxic, the speech slurred and tremors of the tongue were pres- 
ent. The knee jerks were exaggerated equally. The upper central incisors were notched. 
Blood Wassermann 4 plus, spinal fluid showed a 4 plus Wassermann, 28 cells, increased 
globulin and a strong paretie gold chloride curve. She was placed on malaria therapy 
followed by a course of tryparsamide and bismuth. At no time following treatment did 
she show any improvement in her mental or physical condition but neither did her 
mental deterioration become more marked. She was living and in the hospital 4 years 
after the initiation of treatment. The serology had become entirely negative. There 
was considrable gain in weight following treatment which was maintained. 


4. TREATMENT FOLLOWED BY PROGRESSIVE DETERIORATION 

CasE No. 33. A female in whom optic atrophy began at the age of 7 months and 
progressed to total blindness by the time she had reached the age of 8 years. Between 
the age of 8 and 15 she received many course of salvarsan. She was always definitely 
backward in her mental development and even when placed in a school for the blind she 
compared very unfavorably with the other children of her own age insofar as her 
accomplishments in school work were concerned. 

The mother was syphilitic, had 4 stillbirths and 2 children in addition to the patient 
both of whom died in the first weeks of life. 

When the patient was 15 years of age she began to have severe temper outbursts and 
thought that she was able to see again. At this time she was admitted to the Hudson 
River State Hospital and there she was noted as being childish in her behavior and 
would have prolonged periods of loud erying and screaming. Some of the time she 
was mute and on occasions when she would talk she was markedly incoherent. 

She was totally blind, the left pupil was larger than the right and neither reacted 
to light. The speech was slurred, both knee jerks diminished and there was a positive 
Babinski sign on the right side and a double ankle-clonus. The upper central incisors 
were notched. Blood Wassermann 4 plus, spinal fluid showed a 4 plus Wassermann, 
increased globulin and 18 cells. She was placed on malaria therapy but 18 months 
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after the initiation of treatment there had been no improvement and she was definitely 
more deteriorated mentally. The serology following treatment was not reported on. 


Oo. TREATMENT FOLLOWED BY DEATH 

CasE No. 11. A male who had always been regarded as of a low grade moron level 
of intelligence. He was excluded from school because of his inability to learn. He 
showed symptoms of congenital syphilis during the first weeks of life and at the age 
of one year he developed a slight weakness in the right leg. He was backward in 
walking and talking. The mother is syphilitic. Throughout the patient’s entire life he 
had had, at irregular intervals, injections of sulpharsphenamine, bismuth and mercury. 
A few weeks prior to his admission to the Manhattan State Hospital, at the age of 15 
years, he began to have convulsions. On admission he was noisy, over-active, confused, 
disoriented and showed marked memory defects. The mental test made at the time 
of admission showed him to have an I. Q. of 45. 

The pupils were unequal and reacted neither to light nor accommodation. There 
was a partial right hemiplegia with the characteristic reflex changes. Blood Wassermann 
4 plus, spinal fluid showed a 4 plus Wassermann, no cells, increased globulin and a 
strong paretic gold chloride curve. 

He was placed on malaria therapy which at no time was followed by any improvement 
whatever and he continued to undergo a gradual mental deterioration. From time to 
time he was given injections of bismuth and mercury. He died at the age of 20 in 
status epilepticus. 

SUMMARY 

1. Of 60 cases of juvenile general paralysis, 38 were treated 
with malaria or tryparsamide or both, 20 with common arsenicals 
and bismuth or mereury, and 2 with radiothermy and diathermy 
respectively. Of the 20 cases which were treated with common 
arsenicals, 17 continued to undergo a mental and physical deterior- 
ation and several of these died. In 27 of the 38 cases treated with 
malaria or tryparsamide the treatment was effective insofar as it 
prevented further deterioration; 5 of these gained a complete re- 
mission and 9 a partial remission. It should be pointed out that 
the observations as to the effect of treatment were.made, with two 
or three exceptions, at least one year after treatment was instituted 
and in the great majority of instances a period of from two to five 
years had elapsed after the beginning of treatment. 

2. In studying the factors that affect the prognosis in the 38 
‘ases treated with malaria or tryparsamide we find that the prog- 
nosis is better in: 

a. Cases who prior to the onset of the paresis were of normal 
mental level. 

b. Patients who were in or past adolescence when the symptoms 
developed. 
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ce. Patients showing the expansive and confused reaction types. 

d. Patients in whom the elapsed time between the onset of the 
disease and the treatment did not exceed two years. 

3. Sex, character of the onset and anti-luetic treatment prior to 
onset did not appear to affect the prognosis favorably or unfavor- 
ably. 

CONCLUSIONS 

In conclusion we may say that the treatment of choice in juvenile 
general paralysis is malaria or tryparsamide. Because of the less 
complicated procedures involved, tryparsamide is probably the 
more applicable of the two. 

This study, if it shows nothing else, definitely indicates the im- 
portance of early diagnosis if treatment is to be effective. We 
would urge that a spinal fluid examination be made on all children 
with congenital syphilis and on every child who is mentally re- 
tarded or presents one or another form of psychopathology when 
there is any indication, either in the child itself or in the family, of 
a syphilitic infection. 

We advocate malaria or tryparsamide therapy for any child with 
a positive spinal fluid serology, even though neurological signs and 
mental symptoms of general paralysis are absent. 
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TABLE I. RESULTS OF TREATMENT OF ALL CASES 
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TABLE VII. TREATMENT IN CASES WITH A BASIC INFERIOR MENTALITY WITH No 
DETERIORATION PRIOR TO TREATMENT 


Case Age at Present Present Present 


No. treatment Treatment age condition serology 
23 7 Sulpharsphenamine and bismuth 11 Partial remission Negative 
26 14 Sulpharsphenamine and bismuth 22 Unchanged Negative 
22 Malaria, sulpharsphenamine and 26 Unchanged Unascertained 
bismuth 
24 14 Sulpharsphenamine and bismuth 18 Worse Unchanged 
25 10 Sulpharsphenamine and bismuth 15 Worse Unchanged 
28 10 Sulpharsphenamine, bismuth and 14 Worse Unascertained 
mercury 
29 9 Sulpharsphenamine and bismuth 11 Worse Unchanged 
31 8 Sulpharsphenamine and bismuth 9 Worse Unchanged 
32 13 Sulpharsphenamine, bismuth and 14 Worse Unchanged 


mercury 


TABLE VIII. TREATMENT IN CASES WITH A BASIC INFERIOR MENTALITY SHOWING 
DETERIOKATION PRIOR TO TREATMENT 


Period between 


Case onset of dete- Age at Wiiediataah Present Present Present 
e B sa? 
No. rioration and treatment age condition serology 


treatment 


22 1% yrs. 


151% Malaria, tryparsamide, 18 Complete Negative 


mercury remission 
34 1 yr 14 Tryparsamide, sulpharsphe- 18 Partial Negative 
namine, bismuth remission 
18 % yr 13% Malaria, sulpharsphe- 14% Partial Blood Wasser- 
namine, mercury remission mann, negative 
spinal fluid 
reduced 
57 4 yrs 15 Malaria 18 Unchanged Blood Wasser- 
mann, negative 
39 5 vrs 23 Malaria and mercury 23% Unchanged Pleocytosis to 
normal 
19 4 yrs 14 Malaria 18 Unchanged Entirely 
negative 
20 6 yrs 16 Malaria 17 Unchanged Spinal fluid 
Wassermann 
reduced 
86 1 mo 15 Malaria 16 Worse Cells to normal 
11 6 mos. 15% Malaria and bismuth 20% Died Unascertained 
16 1 yr. 14 2 doses tryparsamide 14% Died Unascertained 
6 2 yrs 15 Tryparsamide and 16 Died Unascertained 
bismuth 
21 mos 13 14 Sulpharsphenamine 15% Died Unascertained 
27 4 yrs. 23. Malaria Died under 
treatment 
37 1 mo. 13. Salvarsan and mercury 1314 Died under 
treatment 
49 1 yr. 18 Tryparsamide and 18%, Died under 
bismuth treatment 
50 2 yrs. 14 Intraspinous salvarsan 17 Died under 


and mercury 


treatment 
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TABLE IX. TYPE OF THERAPY AND OUTCOME IN 25 CASES WITH A BASIC INFERIOR 






































‘ 
MENTALITY 
Complete Partial 
Therapy remission remission Unchanged Worse Died Total 
MAIATIO 2c ccsscccoccvcercses 0 1 5 1 9 9 
Tryparsamide ..........++6. 0 1 0 0 3 4 
Malaria and tryparsamide.... 1 0 0 0 0 
Common arsenicals .......... 0 ] 1 6 3 11 
eee ee 1 3 6 7 s 25 
TABLE X. OUTCOME OF CASES TREATED BY MALARIA OR TRYPARSAMIDE IN RELATION TO 
BASIC MENTAL CONDITION 
: Basically Basically 
normal hypophrenic Total 
' Complete remission ......ccccsccccscccccccceces 4 1 5 
SOUL 6 sia eWinvxsedes cae ed ow deeanevneus 7 2 9 
CE ease svcteciarsntscesdvceeccccessaes 8 5 13 
WOM ch icece Ree a RA ede Se bee Oe wmaKSe 2 1 3 
DE aks sok KOA Wks dd seWineeraweduewaewa deen 3 5 8 
ra sented S Wak $5 Abd be ESS Ewe wee 24 14 38 








TABLE XI. TYPE OF THERAPY AND OUTCOME IN 35 CASES BASICALLY OF NORMAL 
INTELLIGENCE 





Complete Partial 




















Therapy remission remission Unchanged Worse Died Total 
EE eae 2 4 4 0 2 12 
DROMMBOIINGS 6 clsice les Gaisosien 2 2 0 0 1 5 
Malaria and tryparsamide.... 0 1 4 2 0 7 
Common arsenicals .......... 1 0 0 6 2 9 
Pv anctwovnsavenses 0 1 0 0 0 ] 
Radiothermy .........ssee0. 0 0 1 0 0 ] 

so ER te eee 5 8 9 s 5 35 








OcT.—1933—5 
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TABLE XII. MALARIA OR TRYPAKSAMIDE TREATMENT IN CASES BASICALLY OF NORMAL 
MENTALITY IN REFERENCE TO AGE AT ONSET 








Average time 








between Complete Partial 
Age at onset onset and remis- remis- Un- 
treatment sion sion changed Worse Died Total 
A a yr 2 2 ] 0 0 5 
ee 2 yrs. 1 2 3 2 ] 9 
TO COS FIR. bcs ceacaicsas 4 yrs 0 2 2 0 2 6 
Ee” eee 4 yrs. 1 ] 2 0 0 4 
MIE aes. Ska arnie mie 8 4 7 8 2 3 24 
TABLE XIII. MALARIA AND TRYPARSAMIDE TREATMENT IN CASES BASICALLY OF 
NORMAL MENTALITY IN REFERENCE TO REACTION TYPE 


Average time 











between Complete Partial 
Reaction type onset and remis- remis- Un- 
treatment sion sion changed Worse Died Total 
Simple dementing ....... 3 yrs. 0 2 7 2 2 13 
Confused excitement ..... 2 yrs. 2 3 1 0 1 7 
SI cco sigcicicwnes 2 yrs. 2 ] 0 0 0 3 
POUPOOIIVG sc ianecniesies ses L yr 0 l 0 0) 0 ] 
ME araha Gs as 4 Reece 4 7 8 2 3 24 
TABLE XIV. MALARIA OR TRYPARSAMIDE TREATMENT IN CASES BASICALLY MENTALLY 


NORMAL WITH REFERENCE TO INTERVAL BETWEEN ONSET AND TREATMENT 











Interval between Complete Partial 

onset and treatment remission remission Unchanged Worse Died Total 
PR tesa bate Wid niehe wer tbin 2 0 1 0 0 3 
Ce CST EP Pee er rere 1 3 } 0 0) 7 
pe re rr ere l 2 0 1 0 4 
PL xis os olelehese-wie secu 0 1 1 0) 1 3 
MN mere else a wx 0 0 1 (0) 0) 1 
DS YTS. OF OVE ooo ccccces 0 1 2 ] 2 6 

SES Sala ares oe Aare 4 7 8 2 3 24 








CHEMICAL AND IMMUNOLOGICAL INVESTIGATIONS ON THE 
PROTEINS OF THE NERVOUS SYSTEM 


BY RICHARD J. BLOCK, PH. D.,* AND ERWIN BRAND, PH. D. 


FROM THE DEPARTMENT OF CHEMISTRY, NEW YORK STATE PSYCHIATRIC INSTITUTE AND 
HOSPITAL, NEW YORK, N. Y., AND THE DEPARTMENT OF PHYSIOLOGICAL CHEMISTRY, 
YALE UNIVERSITY, NEW HAVEN, CONN. 

Chemical studies of the nervous system have largely dealt with 
its lipoidal constituents (cf. Mathews). This is not surprising 
when one considers that these substances are the outstanding 
chemical characteristic of the central nervous system and moreover 
that they are relatively stable toward chemical manipulations. The 
more labile proteins on the other hand are present in lesser 
amounts and the brain probably contains a smaller percentage of 
protein than any other major organ. Although the fundamental 
importance of the proteins for neurophysiology and nenropathol- 
ogy cannot be doubted, our information on the subject seems quite 
insufficient particularly in view of the progress in other fields of 
protein chemistry. The need for new investigations on the chem- 
istry and immunology of neuroproteins is quite apparent. 

Before describing our own experiments a brief discussion of the 
literature seems advisable, since only the older literature on brain 
proteins (up to 1895) has been reviewed by J. Ludwig W. Thudi- 
chum in his classical book, ‘‘Die Chemische Konstitution des Ge- 
hirns des Menschen und der Tiere’’ (1901). 


I. Karty History. Tur Frencu ScHoo. 


In 1793, Fourcroy first showed that the brains of calves, sheep, 
and humans were composed of a protein-like material and a pecul- 
iar animal-like substance which was soluble in organic solvents. 
Vauquelin (1811) published the results of an extensive study of 
the constituents of brain (Table 1). He showed not only that the 
membranous neurolemma was of a protein nature, but also that the 
interior of the nerve fibers and cell bodies contained a protein 
which was partly coagulated on treatment with aleohol. The pro- 
tein gave a precipitate of lead sulfide when heated with lead ace- 


*Fellow in Physiological Chemistry, Yale University; guest in the Department of Chemistry, 
New York State Psychiatric Institute, 1931-32. 
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tate in alkaline solution, showing that it contained labile sulfur in 
spite of the fact that the dilute alcoholic extract of the fresh brain 
did not contain labile sulfur by the same test. He pointed out that 
during putrefaction the brain protein was coagulated and he called 
attention to the similarity of this process with the clotting of milk 
when it turns sour. Vauquelin accounted for the greater solid- 
ity of the medulla and cord in contrast to the higher centers by 
their relatively higher content of fatty material and smaller con- 
tent of protein, osmozom or red oil, and water. He also reported 
that the nerves, although approximating the central nervous sys- 
tem in composition contained not only more protein but also more 
neutral fat. This was particularly true of the neurolemma. At 
the conclusion of his extensive studies, Vauquelin tried to picture 
to himself the relationship of the different constituents of the brain 
to one another. He believed that the proteins were combined with 
the phosporus compounds present and that the consistency and 
opacity of the protein was the result of this combination. Thudi- 
ehum says ‘‘Er meinte dann auch, dass die fettigen Materien, das 
Eiweiss, und Osmazon, oder wenigstens fettige Materie und 
Eiweiss, in Gehirn in einer Art Verbindung mit einander exis- 
tierten.’’ 
TABLE I. CHEMICAL COMPOSITION OF THE BRAIN 
(Vauquelin 1811 




















Per cent 
errr rr re rr rr rer err ee ee Pree 80.00 
White fatty substance .......cccccccccccccccccscccvcses 4.53 
Red fatty substance .......ccccccccccccccccccsesccescces 0.70 
Re reer enn Ser Pree ere ee Peter rT a 7.00 
RINE. “vcard aed a4, 6 ,a76 a:b 408) 45D im ele aoe eye nial alam eae ie alee le 1.12 
Phosphorus ......ccccccccccccccvcccscvcccccscsveceseces 1.50 
Acids (hydrochloric and sulphuric) ........+.eeeeeeeeeees 5.15 

100.06 











Fremy (1841) studied the brains of higher animals from the 
point of view of comparative physiological chemistry. It appeared 
that although the same compounds were present in the different 
species their relative amounts were often quite different; for exam- 
ple human brain was shown to contain more cholesterol than dog 
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brain. He pointed out that the chief difference between the grey 
and white matter was that the fatty materials were present in much 
larger proportions in the white than in the grey; however when the 
lipoids were partly extracted from the white matter, the residue 
closely resembled the grey matter in composition and properties. 
This observation of the apparent similarity of the non-lipoidal con- 
stituents of the different anatomical portions of the brain has been 
confirmed by later work. 

The knowledge of the chemistry of the brain up to the year 
1845 is well summarized by Turner (1846), as follows: 

‘‘The most important point in the chemical history of the brain 
is that it contains both fat and albumen, the two extremes of the 
animal products and substances (cerebric and oleophosphoric 
acids) of a composition intermediate between that of albumen and 
that of fat.’’ 


Ll. THe SotusB.Le PROTEINS 


After the work of the French school at the opening of the nine- 
teenth century, little or no work was done on the brain proteins 
for about 40 years although a large number of publications on the 
lipoidal constituents appeared. Petrovsky (1873) reopened the 
chemistry of brain proteins (‘Table IL). He was the first to report 
that both the white and the grey matter contain a protein, soluble 
in dilute sodium chloride but insoluble in very concentrated or very 
dilute salt solutions. Besides this globulin, an albumin coagulating 
at 75°C. was obtained from the grey matter. 


TABLE II. CHEMICAL COMPOSITION OF THE BRAIN 











(Petrovsky 1873) 
White matter, Grey matter, 
per cent per cent 
PN PRTC C EUR TEETER Tee CT 29.73 55.37 
DR. 665.005 she ten Sse Ss eee eae eRe 9.91 17.24 
Cre BUG TOE! i oscar soeedetieneece 51.91 18.68 
CRT TCT CCE T OTC TCC ee ee 9.55 0.53 
i PONE” ©. cba ae eeeredasueaeee 3.34 6.71 


Te eo taciiata ia aia a Gots wows Sm wm ee eal 0.57 1.46 








=== 
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Charles (1884) mentioned that albumin is present in brain in 
the form of a potassium salt. However no experimental evidence 
was given in support of this statement. Thudichum (1884), re- 
ported that an alcoho] coagulable material is extracted from com- 
minuted brain which has the properties of a soluble albumin sim- 
ilar to serum albumin. Using horse brain as a source of material 
and carrying out all extractions in the cold, Baumstark (1885) 
claimed to have obtained two kinds of albumins by extraction of 
the moist brain with alcohol-free ether. One of these substances 
was coagulated by alcohol, the other by heat. Inasmuch as he gave 
no details as to the reaction of the solution, concentration of pro- 
tein, salts, ete., it is impossible to compare Baumstark’s albumins 
with any later preparations (cf. Chevalier). Halliburton (1892) 
and Levene (1898) were unable to obtain an albumin by these 
methods. 

Thudichum (1884) found that extraction of brain tissue with 
dilute salt solution yields small amounts of fibrin ‘‘and consider- 
able quantities of what, from its similarity to the body forming the 
stroma of the blood corpuscles, has been termed globulin (stro- 
matin), but which by its function is characterized as plastin. And 
in order not to assume that plastin of the nerves is identical in 
every respect with the plastin of other organs, I propose to treat 
of it as neuroplastin.’’ However, in 1901, he says that this globu- 
lin, neuroplastin, is seemingly a mixture of nucleoprotein, neuro- 
keratin, phospholipins, ete. In his study of the composition of 
nervous tissue, Halliburton (1892 and 1894) (Table III) denied the 


TABLE III. PROTEIN CONTENT OF NERVOUS TISSUES 








(Halliburton 1894) 
Water, Total solids, Protein, 
per cent per cent per cent of dried tissue 
Grey—cerebrum ........ 83.5 16.5 51 
White—cerebrum ....... 69.9 30.1 33 
COMO 6. vesscccccce 79.8 20.2 42 
Cord—whole .........e- 71.6 28.4 31 
ee ae) ee 72.5 27.5 31 
BPOEORE COTE 6vicvcsccaves 79.8 30.2 28 
EAMAT COPE 6 oko scscccc 71.6 27.4 33 


Bemetae NELVES .osiccsscs% 61.3 38.7 29 

















RICHARD J. BLOCK, PH. D., AND ERWIN BRAND, PH. D. 617 


elaim of Thudichum that the nerve contains fibrin but reported the 
presence of two globulins, low in phosphorus, which coagulate at 
47°C, and 71°-75°C, respectively. The protein coagulating at 47°C. 
is precipitated by a more dilute ammonium sulphate solution than 
the one which coagulates at the higher temperature. McGregor 
(1916) was unable to repeat Halliburton’s experiment. 

The general term, ‘*nucleoprotein’’ has included a large variety 
of indefinite compounds, which are usually prepared by extracting 
the tissue with water and acidifying the filtrate with acetic acid. 
Charles (1884) deduced that nucleoproteins were present in fresh 
brain from the work of Jaihnsch who obtained a small amount of 
nuclein after peptic digestion. A casein-like nucleoalbumen was 
extracted by Baumstark (1885). In our opinion this was probably 
a poorly filtered emulsion of protein and lipoids which can readily 
be extracted from brain by cold water. The work of Halliburton 
(1882, 1884) gave us the first good evidence that a nucleoprotein 
was present in nervous tissue. He obtained a globulin-like sub- 
stance, coagulating at 56°-60°C., precipitated by dilute acetic acid, 
and containing an appreciable amount of nonlipoidal phosphorus. 
Further experiments showed that more of the protein could be 
obtained from grey matter than from white matter. This observa- 
tion was to be expected and may be regarded as a substantiation 
of the work of Fremy in 1841. 

The nerve cell, in contrast to other cells, contains chromatin not 
only in the nucleus but also in the cytoplasm (Nissl granules), and 
thus the question arises as to whether or not this substance, nucleo- 
protein, is the same in both places. With this in mind, Levene 
(1899) extracted fresh calves brain with 4 per cent ammonium 
chloride and obtained a nucleoprotein by precipitation with acetic 
acid. This material was soluble in dilute alkali but an attempt to 
use the usual method of purifying the nucleoprotein resulted in 
increasing the phosphorus content from 0.45 per cent to 0.56 per 
cent by splitting off a portion of the ‘‘salt-linked protein compon- 
ent.’’ Levene believed that the substance was a true nucleopro- 
tein because peptic digestion of the original protein gave a nuclein 
containing 0.9 per cent phosphorus, in contrast to acid hydrolysis 
which yielded a nucleic acid, guanine, and adenine. The residue 
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left from the ammonium chloride extraction yielded a nucleopro- 
tein when extracted with ammonium hydroxide. As this substance 
also contained 0.5 per cent phosphorus, and some guanine, and on 
peptic digestion yielded a nuclein containing 0.9 per cent phor- 
phorus, Levene concluded that there was only one nucleoprotein 
present in nervous tissue. Thus we are to believe that the chro- 
matin of the cytoplasm and of the nucleus are probably the same. 

Thudichum (1901) obtained a globulin-like protein from the 
brain which he called neuroplastin (see globulins). This material 
was recognized as impure but was believed to consist largely of a 
nucleoprotein. Peptic digestion gave a nuclein which was con- 
taminated with phosphatides. Mild acid hydrolysis liberated fatty 
acids which could be separated into two components by the solubil- 
ity of their lead salts in ether. On the basis of these experiments 
he eoneluded that neuroplastin is an albuminoid which contains 
fatty acids as essential parts of its structure. So far as the authors 
are aware this idea that fatty acids can be a part of the protein 
molecule has not been substantiated. 

Marie (1911-13) claimed that a dilute acetic acid extract of brain 
contained an acid nucleoalbuminoid (antilyssine) which was able 
to neutralize the toxicity of rabies virus on intracranial injection 
into rabbits. He believed: (1) that the brain in a ease of human 
rabies contains more of the substance than normal ealves brain: 
and (2) that the brains of paretics and epilepties have more than 
the usual amount of this substance. When two groups of rabbits 
were injected (1) with antilyssine plus normal dog serum plus 
rabies virus or (2) with antilyssine and immune dog serum plus 
rabies virus, the second group died on account of the combination 
of the immune serum with the antilyssine. Marie concluded that 
immunization to rabies is the result of increased antilyssine forma- 
tion and that the eight-day incubation of this disease is due to the 
gradual consumption of the antilyssine normally present. We have 
been unable to find any substantiation of Marie’s work, and the 
recent paper of Loeffler and Schweinberg (1932) contradicts some 
of the fundamental experimental observations of Marie. 

A detailed study by MeGregor of the proteins of the central nerv- 
ous system appeared in 1916 (Table IV). This investigator found 
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TABLE ITV. CHEMICAL COMPOSITION OF THE BRAIN 
(McGregor 1916) 








Dry weight, 





per cent 
RMI ces Win Wigs sai ll paw clase sandal elas eS Bae ee 45.9 
PON NCO NIOCET MOMNID 5 5-s's cnn atne vies acadwnuneceens 18.0 
nee SO WRN cat's 65.5 anda wae Aa eee eee 4.8 
Protein soluble in 0.5 per cent ammonia............eeeeeees 3.7 
Protein soluble in 0.5 per cent sodium hydroxide .......... 5.9 


SE nw urc 4u6. na Gehan cdc hash aes haw kakeet ees os 20.0 








that if, within three days following the death of the animal, the 
brains were died at temperatures not exceeding 40°C. a consider- 
able percentage of their nitrogen was extracted by water or by 
dilute salt solutions, if the greater part of the lipoids had previ- 
ously been removed. When aqueous, dilute sodium chloride, or 
ammonium sulphate solutions of the brain protein were precipi- 
tated by organic acids, the ratio of the protein precipitated to 
that remaining in solution varied with the concentration of the 
protein and of the acid. MeGregor believed that the substance in 
the mother liquor was the same as that in the precipitate provided 
it had not remained too long in contact with the acid solution, in 
which case he believed it to be converted into an acid metaprotein. 
Likewise, on the basis of heat coagulation and salting-out experi- 
ments, he came to the conclusion that only one protein is extracted 
by the neutral solvents from the ‘‘fat free’’ brain tissue. The vari- 
ations in the coagulation temperatures previously reported by dif- 
ferent workers were thought to be due to variations in the concen- 
trations of the proteins, the salts, and the hydrogen ions as well as 
to the rate of heating. Salting out with neutral salts did not yield 
clearly defined fractions. On the other hand, acid salts or weak 
acids caused the protein to break down into at least three compon- 
ents, namely acid insoluble, acid soluble, and a thermostable acid 
metaprotein. The brain protein was precipitated by alcohol and 
vielded a product higher in phosphorus than the original materials. 
In light of the previous work of Macallum (see page 624), it is 
interesting to note that this denatured nucleoprotein gave a posi- 
tive test for iron. 
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After exhaustively extracting the ‘‘fat free’’ brain with neutral 
solvents, McGregor was able to obtain a second nucleoprotein by 
treatment with 1 per cent ammonium hydroxide or 0.5 per cent 
sodium hydroxide. Since this substance was not precipitated by 
neutralization it probably was not an alkali metaprotein. How- 
ever it was thrown down by 0.1 per cent acetic acid. It differed 
from the protein previously obtained because no heat coagulable 
protein remained in solution after acid precipitation and also be- 
‘ause It was not as easily denatured by dilute acetie acid. This 
substance contained 0.6 per cent phosphorus and a trace of iron. 
In contrast to the first nucleoprotein, it could, after precipitation 
by acid, be redissolved in dilute alkali without an appreciable loss. 
McGregor, therefore, did not agree with Levene that these nucleo- 
proteins were the same. 

On the basis of the work on the soluble proteins, we may conclude 
that one or more proteins ean be extracted from mammalian brain. 
The mother substance of these proteins is presumably the nucleo- 
protein of the living cell while the protein or proteins actually iso- 
lated are its partial degradation products. 


Ill. Tur INso_usLeE PROTEINS 


In the middle of the 19th century, Lantermann (see Ramon y 
Cajal) observed that if a nerve was treated in a certain way, an in- 
soluble network appeared in the myelin sheath. This network was 
further investigated histologically and chemically by Ewald and 
Kiihne, and by Kiihne and Chittenden. The latter authors observed 
that, if a nerve was treated with organie solvents to remove the 
lipoids and digested with gastrie and pancreatic Juices to remove 
the albumins, globulins, nucleoproteins, ete., then an insoluble, un- 
digestible protein remained. This substance, similar in physical 
properties to the keratins in hair, skin, nails and similar tissues, 
was called neurokeratin, the elementary composition of which is 
given in Table V. Histological study led to the belief that neuro- 
keratin was the chief characteristic constituent of the neuroglia 
cells of the central nervous system and of the axilemma of the outer 
sheath of the medullary substance of the nerve trunks. The dis- 
covery of neurokeratin was received with great interest as it 
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TABLE V. NEUROKERATIN—ELEMENTARY COMPOSITION 


Kiihne and 


Author Block, Chittenden, Argiris, Nelson, 
1932 1890 1907 1916 

il Per cent Per cent Per cent : ‘Per cent 
CREE Sekeeuhab wns 55.53 56.11—58.95 56.61 56.0 —58.0 
PIVOIORON sci sdais 6.96 7.26— 8.02 7.46 7.23— 9.0 
PICTON i ai aisiace a's 14.1 11.46—14.32 14.17 11.5 —14.5 
le oe 1.98 1.63 2.24 2.27 1.38— 2.24 
Phosphorus ........ 0.00 0.00 oie 
OS Se ee pe 1.1 0.74— 2.38 — 


seemed to show that a tissue derived from the ectoderm contained 
a protein which not only had the physical characteristics but also 
the functional properties of an ectodermal keratin. Thus the 
supporting function of neurokeratin was compared to that of the 
keratin endo-skeleton of the corals, sponges and related organisms. 

However, objections were early raised to this simple hypothesis. 
Histologists were unable to see the neurokeratin network in the 
living or the untreated nerve, nor was the same picture ever given 
by, any two histological preparations (Schafer, 1885). Likewise, 
chemists were unable to make neurokeratin preparations of the 
same elementary composition (see Table V for the widely differing 
analytical rsults obtained by Argiris in Germany and by Nelson at 
the Binghamton State Hospital). Thus two schools arose, the one 
believing in the existence of a true neurokeratin supporting net- 
work, the other considering this substanee to be a more artifact. 

Neurokeratin was classified as a true keratin beeause its physi- 
‘al properties (insolubility in aqueous and organie solvents, indi- 
gestibility by proteolytic enzymes) were similar to these proteins. 
Moreover both neurokeratin and other keratins were known to 
contain in their molecule relatively large amounts of eystine sul- 
fur (Folin-Mavenzi method). However, there were several tissue 
proteins (silk, endoskeleton of corals) which contained little or no 
sulfur, although their embryological origin and physical properties 
indicated that they belonged to the group of keratins. A detailed 
chemical analysis of the keratins was therefore considered neces- 
sary in order to devise a more definite characterization. At the 
suggestion of Prof. L. B. Mendel one of us (Block) determined by 
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the Kassel-Kutscher method the content of basic amino acids (histi- 
dine, lysine, arginine) in a number of keratinous tissues (human 
hair, sheep wool, snake epidermis, goose feathers, silk fibroin, 
endoskeletons of corals) (Table V1). The finding that the 
molecular ratio of the basic amino acids in these keratinous tissues 
was constant led Block and Vickery (1931) to the following defini- 
tion of a true keratin: 


TABLE VI. Basic AMINO AcID CONTENT OF NEUROKERATIN COMPARED TO 
‘*TRUE’’ KERATINS 








lo 


Histidine, Lysine, Arginine, Molecular ratios 














per cent per cent per cent Histidine Lysine Arginine 

Neurokeratin 

(Block, 1932) .. 1.75 3.13 4.08 ] 2 2 

(Argiris, 1907) 2.72 2.28 
Human Hair 

(Vickery, 1929) 0.5 2.5 8.0 1 5 14 
Sheep wool 

(Vickery, 1932) 0.66 2.3 8.6 1 4 1l 
Snake epidermis 

(Block, 1932) 0.48 1.4 6.1 1 3 12 
Goose feathers 

(Block, 1932) 0.35 1.0 5.0 i | 4 14 
Gorgonia flabellum 

(Block, 1932) 0.48 2.75 Ye! 1 6 13 
Plexaurella dichotoma 

( Block, 1932) 0.43 3.0 6.6 1 6 12 
Silk fibroin 


(Vickery, 1932) 0.07 0.25 0.7 ] 3 9 


‘*A keratin is a protein which is resistant to digestion by pepsin 
and trypsin, which is insoluble in dilute acids and alkalies, in water 
and in organic solvents, and which, on acid hydrolysis, yields such 
quantities of histidine, lysine, and arginine that the molecular 
ratios of these amino acids are respectively approximately as 
1 :4:12.”’ 

Several samples of neurokeratin were then prepared according 
to the methods of Kiihne and Chittenden (for digestion ef. Gilman 
and Cowgill). An analysis of this neurokeratin showed that it 








*/|"9 
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contained histidine, lysine and arginine in a ratio of 1:2:2. Block, 
therefore, concluded that neurokeratin is not a true keratin but 
that both the isolated neurokeratin and the network of Ewald and 
Kiihne are probably artifacts produced by the reagents employed. 


IV. THEORIES CONCERNING THE FUNCTION OF THE BRAIN PROTEINS 


Vauquelin (1811) believed that the proteins and lipoids of the 
brain exist together in the form of labile compounds. The theory 
of the existence of protein-lipoid compounds in nature has been 
demonstrated in a great many plant and animal tissues. For exam- 
ple Osborne (1929) says, ‘‘We have good reason to conclude that 
most of the protein of the yolk of hen’s eggs is chemically combined 
with a large proportion of the phosphatides.’’ He then describes 
experiments which show that little material can be extracted from 
the egg yolk by ether alone; but if the egg is first treated with 
strong alcohol, a large amount of ether soluble substance is ob- 
tained. These results are so clear cut, ‘‘as to leave no other rea- 
sonable conclusion than that a chemical union, unstable towards 
alcohol, exists between the protein and phosphatide.’’ 

Fremy (1841) a little later concluded from his experiments as 
well as from those of Vauquelin (1811) that softening of the brain 
was due to a true putrefaction (autolysis) which acts only on pro- 
teins, destroying their solidity, and radically changing their physi- 
eal and chemical properties. 

Thudichum (1884) maintained that the brain proteins function 
only as supporting and ‘‘vitalizing’’ agents and that the lipoids are 
the physiologically important constituents. He wrote: 

“The brain . . . derives its peculiarity from specific chemical 
additions (lipoids and related substances). The albuminous sub- 
stances constitute the stroma of the bioplasm, in which the specific 
matters are distributed, or with which they are combined in such a 


manner as to produce the living brain tissue or neuroplasm.’’ 
The discovery of ‘‘neurokeratin’’ by Ewald and Kiihne (1877) 
and of ‘‘neurochitin’’ by Kiihne and Chittenden (1890) aroused 
great interest not only from the chemical but also from the point 
of view of comparative evolution. The theories of the function and 
origin of ‘‘neurokeratin’’ have been discussed previously. How- 
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ever, it is of interest to quote Wells (1930) in his Pasteur lecture 
at the Institute of Medicine, Chicago, 1929, on this subject. 

‘*Undoubtedly, biochemistry can give more than it so far has to 
establishing relationships and distinctions between different ani- 
mal forms, to supplement or to test the evidence that has been fur- 
nished by anatomic studies. For example, anatomic studies have 
shown that the central nervous system is derived from the same 
cells as those which produce the surface epithelium. In accord 
with this, biochemists have found that the central nervous system 
contains a form of keratin, neurokeratin, which seems to be chemi- 
eally like the keratin which characterizes the surface epithelium. 
And 40 years ago, Kiihne and Chittenden (1890) showed that such 
species as lobsters, which have chitin for an exterior covering in- 
stead of keratin, also have neurochitin instead of neurokeratin in 
the nervous tissues.’ 

Doubt has been cast on the supposed relationship between neu- 
rokeratin and other keratins by the studies of Block and Vickery 
(see p. 622). Furthermore, the presence of neurochitin in the 
central nervous system of the lobster was deduced by the identifi- 
eation of glucosamine in this tissue. However, Frankel and Jel- 
linek (1927) and Levene and Mori have shown that the occurrence 
of glucosamine or other amino sugars in proteins is not of signifi- 
vance in this respect. The chemistry of the brain proteins as 
studied thus far does not support the view that all structures of 
ectodermal origin necessarily have homologous chemical com- 
ponents. 

The question of the chemistry of the chromatin (nucleoprotein) 
of the eytoplasm, and of the nucleus of the nerve cell has been dis- 
eussed under Nucleoprotems. Macallum (1908) studied the prob- 
lem by histological methods, and reported that the nucleus of the 
nerve cell consists chiefly of an iron containing nucleoprotein 
(chromatin) which is synthesized in the eytoplasm. This chroma- 
tin then diffuses back through the membrane of the nucleus to form 
the Niss] granules. These results suggest a relationship between 
the proteins of the nucleus and those of the Nissl bodies; however, 
the isolation of a protein from the central nervous system does not 
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permit us to make any deductions as to the relationships of the 
substances so obtained. 

The coagulation temperature of the brain proteins in different 
species formed the basis of Aleock’s (1903) ‘‘loss of life’’ theory. 
He removed the sciatic nerves from animals (frogs, pigeons, rab- 
bits, and other animals), which had been killed by decapitation. 
The nerves were placed in 1.05 per cent sodium chloride solution 
for several hours and the heat extinction point of the action current 
determined. The negative variation was abolished in frog’s nerve 
at 40°-42°C., in rabbit’s nerve at 48°-49°C., and in pigeon’s nerve 
at 53°C. Because the extinction point of the rabbit’s nerve corre- 
sponded very closely to the first coagulation point of the proteins 
obtained by Halliburton (1892, 1894) from mammalian brain, Al- 
cock believed that this phenomenon took place at the coagulation 
temperature of the most easily coagulated protein, and caused the 
death of the nerve. On this basis he predicted that proteins coagu- 
lating at about 42°C would be found in the frog, and others coagu- 
lating at about 53°C would be found in the pigeon. Brodie and 
Halliburton (1904) extracted the proteins from the brains of frogs, 
mammals, and birds by dilute salt solutions and found that the heat 
coagulation and electrical extinction points were remarkably sim- 
ilar. They also observed that nerves show heat rigor contraction 
and that these contractions proceed in a stepwise manner. Each 
of these stages approximately corresponds to the coagulation tem- 
perature of one of the saline extracted proteins, thus supporting 
tlie theory of Mott and Halliburton (1903) that death from hyper- 
pyrexia is due to coagulation of the brain proteins. These inter- 
esting observations have not been substantiated to our knowledge. 


More recent experiments on the heat coagulation of proteins 
(Samuely and Strauss) have shown that the temperature of coag- 
ulation is dependent on the concentration of the protein, of the 
salts, of the hydrogen ions, and on the rate of heating. Because 
no attempt was made to control these factors in any of the experi- 
ments of Halliburton and Aleock, their results ean hardly be ae- 
cepted as final. 
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V. MisceELLANEOUS INFORMATION ON THE PROTEINS OF THE 
NERVOUS SYSTEM 

Abderhalden and Weil (1912, 1913) showed that the amounts of 
the amino acids present in the spinai cord and in the sciatic nerve 
were approximately the same (Table VII). This study led to the 
rediscovery of Thudichum’s norleucine. The theory that nervous 
tissue contained at least one amino acid which was not present in 
other tissues, was refuted by Abderhalden (1931) who obtained 
norleucine from practically every tissue which he examined. 
Schimizu (1931) has isolated alanine, serine, valine, leucine, iso- 
leucine, proline, phenylalanine, glutamic acid, aspartie acid, tyro- 

sine, histidine, arginine and lysine from unhydrolyzed brain. 
TABLE VII. PER CENT OF AMINO ACID CONTENT OF NEURAL TISSUE 
(Abderhalden and Weil, 1912) 





Spinal cord 





A B Cc A B C 
a eae 0 0 0 0 0 0 
Alanine 0.6 2.1 5.2 0.8 2.0 6.1 
MN i hice bitin 0.5 1.4 3.4 0.7 1.3 4.0 
Leucine i | 2.7 6.5 1.0 1.7 5.2 
BSROTUC ciceccss 0.1 0.2 0.4 “<a ‘ ee 
GUTAIMIE 22 0:0 0 0:0 1.2 2.5 6.2 1.5 2.3 6.9 
EG kaw aices 0.5 2.3 5.6 0.8 2.6 8.0 
PREMIO occ.cc eas 0.6 4.6 10.9 0.8 2.8 9.1 
Norleucine ...... 0.2 0.5 1.2 0.3 0.5 1.5 
Tyrosine 0.5 0.8 2.1 0.5 0.8 2.4 
icant 0.1 0.2 0.5 0.2 0.3 0.9 
Tryptophane .... pres. +- -} 
PRIMING oc ices 0.1 0.3 0.7 0.1 0.6 1.8 
BOTING ....c0000% pres. 0.1 0.2 pres. 0.1 0.2 


(A) Calculated on basis 100 g. water and 
(B) 


(C) Calculated from N of isolated amino acids on 100 gni. of total N corrected for 


ash-free substance. 
Calculated from N of isolated amino acids on 100 gm. of total N. 


50 per cent loss in ether extraction. 


The tyrosine and tryptophane content of various parts of the 


brain (frontal lobe, central zone, occipital lobe, cerebrum, cerebel- 
lum) were determined by a colorimetric method (Zuwerkalow 


1930). It appears that there exists a slight gradation in the amount 
of aromatic amino acids present in the human and in the dog brain 
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but not in the sheep brain. These results, however, are probably 
due to variations in the amount of non-protein material in the fresh 
tissue analyzed. Hoagland and Snider (1926) report that hog 
brains show a good nutritive value if compared with other animal 
tissues. Palladin and Zuwerkalow (1924) observed that the total 
nitrogen content of the brain as well as the water content increased 
during prolonged starvation. 

The changes occurring in the chemistry of the brain during men- 
tal disturbances have been investigated by Koch and Voegtlin 
(1916), Pighini (1914, 1921) and others. In all diseases investi- 
gated (dementia precox, progressive paralysis, and pellagrie psy- 
chosis, the chemical picture of the brain was very similar; a de- 
crease in the lipoids and an increase in the ‘‘protein’’ residue was 
found. Work of this sort has erroneously been used to strengthen 
the idea that the lipoids are more important than the proteins to 
the normal functioning of the brain (Thudichum, page 623). At 
the present stage of our knowledge we do not believe that these 
findings can be properly interpreted. 

Levene and Stookey (1903), and Bradley and coworkers (1921) 
have demonstrated that brain tissue autolyzes proteins with the 
liberation of protones, amino compounds, and free NH;. During 
autolysis, there is a decrease in the heat coagulable protein frac- 
tion. These autolytie changes are inhibited at neutral or alkaline 
reactions and accelerated by dilute acids. 


VI. TorpoGraruicaL VARIATIONS IN THE PROTEINS OF THE 
NERVOUS SYSTEM 

Lenz (1919) studied the comparative amounts of protein present 
in the various parts of the brain. He reported that the relative 
amounts of protein and water in the ‘‘higher’’ centers was greater 

than in the ‘‘lower,’’ the peripheral nerves containing the least. 
Gorodisskay (1925, 1926) determined the amounts of total nitro- 
gen, cholesterol, saturated and unsaturated phosphatides, cere- 
brosides and sulfatides in various parts of presumably normal 
human brains (death due to violence). In Table VIII the distri- 
bution of total nitrogen in per cent of fresh brain tissue is given 
for certain areas. It can be seen that the nitrogen content varies 


OcT.—1933—F 
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TABLE VIII. NITROGEN DISTRIBUTION IN HUMAN BRAIN 
Per Cent of Nitrogen Caleulated from the Weight of the Fresh Brain 
(Gorodisskay, 1925) 


| 


| 
| 
| 
| 
| 
| 
| 
} 
| 
| 
| 
| | 
| 








2 A, 3 re] = 3 
4 a z . 2 a os 
- 3 «. $8 88 28 SE €% 
Age Cause of death $s = = > oe 2 Se $6 
(years) 3 & z 5 25 ¢§8 F 8 RS 
~ ‘a © on ces » & —_— S wo & 
a 2 S& #5 83 2&8 af 
a to = ® Se Me SE MG 
J fe 4 Ss HS BS HS MBB 
Men 

19 Se oe 151 134 150 160 168 1.77 1.75 1.66 

22 SRPIOCMAION, o citicie scsi ehedien is 1.50 1.60 eee 
23 Bleeding from carotid artery. . ia See 1.62 xs eg si ‘i 
24 Bleeding from femoral artery 1.42 1.24 1.35 143 146 1.60 1.63 1.53 
32 SRONNIOUL. a ine 5.60.00. 4:000 0 4 1.67 1.76 -- 192 2.06 2.00 1.86 1.75 
34 Carbon monoxide poisoning... 1.41 1.37 1.47 1.58 1.61 1.59 1.53 1.49 
35 Chest and stomach shot...... 1.48 1.30 1.39 1.40 1.60 1.88 1.55 1.55 
47 RNY BRO bsi6.5, 6 i's «gas eo 136 1.27 132 140 143 152 1.53 1.45 
48 Bleeding into fourth ventricle 1.30 1.37 1.57 1.51 1.58 1.82 1.77 1.68 
58 Aortic aneurysm (rupture)... 1.22 155 1.36 1.44 1.38 
65 FROart Paralysis «oo c.c cc ciccces 1.05 e -. tee 134 L2i 122 

Women 

29 Bleeding from subclavian artery 1.51 1.41 1.58 156 1.74 186 172 1.62 
30 Co er 158 1.38 150 158 1.62 1.78 1.84 1.70 
31 7 re 137 1.24 1.26 1.19 159 184 1.82 1.53 
44 BOTUC QMOUTYEM «2.0.00 0600% 1.42 1.12 158 154 1.86 1.78 1.64 1.53 
L356 1.24 £1.16 121 126 127 


60 PORNO DOMMES: 4 nk.cciserdawes 1.36 0.99 


! 


in different parts of the cortex as well as in identical places on the 
left and right hemispheres. The author concludes from her experi- 
ments that the more important and active the part of the nervous 
system, the less lipoid and the more protein it contains and the 
more easily it degenerates with age. These conclusions are tenta- 
tive and cannot be accepted without reserve on account of the in- 
herent experimental difficulties. 

Gorodisskay also investigated the chemical changes which occur 
in various portions of the central nervous system upon physiologi- 
cal stimulatior. of the retina. A group of cats was prevented from 
seeing by bandaging of the eyes. Another group was allowed to 
see. All the animals were killed by a sharp blow on the back of 


the neck, the brain removed as quickly as possible and nitrogen 
determinations made on the striated area, motor area, lateral geni- 
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culate body, caudate nucleus, and on the optic tracts. The ratio of 
‘‘rest’’ nitrogen* to total nitrogen was determined in these regions. 


TABLE IX. EFFECT OF PHYSIOLOGICAL STIMULATION ON THE RATIO OF TOTAL NITROGEN 
TO REST NITROGEN 


(Gorodisskay, 1926) 


— <== : = Se —— ——————— = -— 








Rest N in per cent of total nitrogen 


Seeing cats Blind cats 
I RN i be Ss cade dass wel aaa wie aan 11.36 8.21 
PE Wak. adit weneaedcdreaee Kae 10.32 11.26 
Lateral geniculate .......cccecseces 11.73 8.01 
a ae ae 9.13 9.82 





Table LX is a summary of 32 experiments carried out on eats pro- 
tected trom light stimulation for from three to eleven days before 
death. It can be seen that the quotient—** in the visual cen- 
ters of unstimulated cats is distinctly lower than that in analogu- 
ous centers of the normal animals, while there is little or no differ- 
ence in the motor areas. 





The quotient—*~ was used by Gorodisskay as an indicator 
of physiological activity; an increase in this quotient showing 
grater proteolysis and presumably therefore greater activity. 
The longer the animals were blinded the lower was the ‘‘activity’’ 
of the visual centers. When cats, who were blindfolded for some 
time, were allowed subsequently to see for 15 minutes, there was a 
definite increase in th amount of ‘‘Rest’’ nitrogen in the visual 
areas. 

These experiments seem to show that sensory stimulation causes 
an increase in the amount of ‘‘rest’’ nitrogen in those portions of 
the brain which are the recipients of the stimuli. Gorodisskay did 
not prove that the increase in the ‘‘rest’’ nitrogen came from pro- 
teolysis, and the possibility that this nitrogen came from other 
sources is considerable.** However it can be reasonably assumed 
that the intensity of the metabolic processes in the central nervous 
system is dependent on physiological conditions. 


*Rest nitrogen is defined as the nitrogen which remains in solution after preciptation by Bang’s 
phosphomolybdate reagent (Bang, 1904, 1922). 


**Gerard and Tupikow (1931) found that the phosphocreatine of the nerve is broken down to a 
considerable extent in the absence of oxygen but that it is quickly regenerated when oxygen is 
supplied. 
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VII. ImmuNoOLOoGICAL INVESTIGATIONS 


Speranzky (1928) treated a small area of the cortex of anesthe- 
sized dogs with liquid air for a short time. Twelve to 15 hours 
later the animals developed epileptiform seizures and usually died. 
[f the frozen area was extirpated immediately, no attacks were 
observed. If part of the frozen tissue was inserted subdurally into 
normal dogs, these animals developed seizures. If one of the latter 
animals survived the attack and if the subdural implantation of 
frozen tissue was then repeated, no seizures developed. In other 
words the animals had acquired an immunity. It seems possible 
that freezing has changed the brain proteins so that they act as 
foreign antigens producing a non-specific protein shock. This ex- 
planation would be in agreement with the observations of Davidoff 
and Kopeloff on the production of local cerebral anaphylaxis in the 
dog by subdural insertion of normal horse serum. 

Plaut and coworkers as well as Witebsky and Steinfeld have car- 
ried out experiments on the immunological behavior of fresh brain 
tissue. On account of the complex nature of the antigens employed 
these studies throw no light on the immunological properties of the 
brain proteins. 

The foregoing review indicates that our present information on 
the proteins of the brain is inadequate and not commensurate with 
their probable importance in the physiology and pathology of the 
nervous system. Certain physical and physico-chemical aspects of 
the behavior of brain proteins have been recently stressed in con- 
nection with various pathological conditions (Bancroft), These 
views were based on meager experimental evidence and even this 
could not be substantiated. 

Further progress will apparently depend on improved methods 
for preparing the brain proteins in larger amounts and in a purer 
state than heretofore. The study of their chemical and immuno- 


logical properties should yield information valuable to the physi- 
ologist, chemist and clinician (Wells, 1929). 
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EXPERIMENTAL 

In the foregoing review the two general methods employed in 
the preparation of brain proteins were discussed (cf. Levene, 
McGregor). We have used both direct extraction of the macerated 
fresh tissue with aqueous solvents and aqueous extraction of the 
dried defatted brain residue. We shall refrain from describing 
the numerous experiments carried out, but report only the two 
methods finally adopted. 


1. MerTHODS FOR THE PREPARATION OF BRAIN PROTEINS 


A, EXTRACTION FROM DRIED BRAIN 

1. Preparation of dried brain (lipoid free residue). Whole 
fresh brain (human, cattle, pig, sheep) is finely ground in a meat 
grinder, weighed, and extracted with six volumes of dry acetone. 
The acetone is filtered off, the residue is washed with one volume of 
the same solvent, and resuspended in the original volume of fresh 
acetone. The residue is again filtered and washed with acetone 
two or three times—that is until it appears to be quite dry. The 
acetone is then washed out with ether which is removed as much as 
possible by sucking on a Buchner funnel and then in a vacuum des- 
icecator over night. The resulting granular residue is ground in a 
large mortar and extracted twice at 40°C. with 30 times its weight 
of a mixture of 95 parts of benzene and 5 parts of absolute alcohol. 
The solvent is removed by filtration and that oeeluded to the re- 
sidue is carefully washed out with a large amount of ether. The 
resulting friable mass is ground so that it will pass through a 
number forty mesh sereen. The larger particles—mostly connec- 
tive tissue—are discarded. The fine powder is then thoroughly 
extracted by triturating with ether and dried in a vacuum desicea- 
tor. This material is designated as lipoid free residue. The aver- 
age yield is about 9 per cent of the fresh brain and it contains 
around 12 per cent of nitrogen. 


2. JexTRACTION OF PROTEINS FROM Lipotin FREE RESIDUE 


Small amounts of lipoid free residue were extracted with the 
various solvents, the insoluble material was filtered off and the 
yield of protein extracted was calculated from the nitrogen in the 
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filtrate. That practically all the nitrogen in solution was protein 
N was shown in a number of experiments by heat coagulation or by 
tungstic acid precipitation. The results of a few of these experi- 
ments are summarized in Table X. Although several of the saline 
solvents gave good yields, the long time required in the prepara- 
tion of the protein from large amounts of lipoid free residue re- 
sulted in very severe losses because of denaturation. On the other 
hand, the use of glycerol as a solvent prevented any appreciable 
change in the brain protein and therefore was ultimately adopted. 
The details of this method are given below: 


TABLE X. EXTRACTION OF BRAIN PROTEINS FROM LIPOID FREE RESIDUE 

Brain protein Solvent Yield,* 

per cent 
Cattle l per cent NaCl pH iw 14 
Cattle Phthalate buffer pH 4 14 
Cattle Acetate buffer pH 6 12 
Cattle Borate buffer pH 9 21 
Cattle Phosphate buffer pH 6.8 12 
Cattle Water, pH 6.6 14 
Cattle Urea 33 per cent 26 
Cattle Glycerol 6.5 molar 13 
Pig Glycerol 6.5 molar 11 
Sheep Glycerol 6.5 molar 13 
Human Glycerol 6.5 molar 20 


*In calculating the yield it is assumed for ven that all the nitrogen te the lipoid free 
residue is protein N. 

Lipoid free residue is triturated in a mortar with 3 times its 
weight of sand and 20 times its volume of 6.5 M glycerol, after 
thorough extraction the glycerol suspension is allowed to stand 
at room temperature over night, and the sand and other insoluble 
material removed by centrifugation. The cloudy solution is then 
clarified by filtration (Whatman folded paper No. 12). The per- 
feetly clear glycerol solution is diluted with 1 to 2 volumes of ice 
water and poured into 10 volumes of ice cold acetone. The floecu- 
lent precipitate is allowed to stand at 0° C. for several hours and 
then centrifuged off. The protein precipitate is thoroughly washed 
with acetone and dried with ether and in vacuo over P.O;. The 
protein is ground to a fine white powder. The yield is about 12-13 
per cent of the lipoid free residue. 
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The crude brain protein (17.3 per cent N) contains a very small 
amount of blood protein as will be shown later. 


B. DIRECT EXTRACTION FROM FRESH BRAIN 


The fresh nervous tissue is finely chopped or ground and placed 
in sufficient absolute glycerol so that the resulting glycerol concen- 
tration is not less than 45 per cent by volume. The glycerol sus- 
pension is covered by a one-inch layer of toluene, and the extrac- 
tion of the proteins is allowed to take place for about 5 days with 
shaking. During this time the tissue is once or twice forced through 
a fine cheese cloth in order to break up larger particles. The re- 
sulting brain pulp is then diluted with an equal volume of toluene 
water (50 ¢.c. of toluene to 500 ¢.¢. of water) and filtered on a 
3uchner funnel (hardened paper, low degree of vacuum). The 
first filtrate is usually cloudy and should be poured back on the 
filter. The clear filtrate is removed and the residue re-extracted 
with 25 per cent glycerol. The combined filtrates are cooled to 4°C. 
and poured into 8-10 volumes of ice cold acetone. After a few 
hours the filtrate is decanted off, and the crude protein washed 
with cold acetone and ether. The white powdery protein is dried 
over H,SO, or P.O;; the yield is about 3-4 per cent of the wet 
brain or about 50 per cent of the total protein (as calculated from 
N) of the brain. 


Il. Puriricarion oF Crupe Brain PROTEINS 


The crude brain proteins are extracted with 20 times their weight 
of ice water containing a little acetic acid, centrifuged off, and the 
filtrate tested for protein with Esbach’s reagent. If the test is 
positive, the procedure is repeated until it becomes negative, three 
to four extractions are usually sufficient. The yield of water solu- 
ble protein—presumably aibumin—is about 5 per cent. 

The residue is then extracted with 20 times its weight of 10 per 
cent NaCl solution. This is repeated until the filtrate is free from 
protein. The NaCl is removed by washing with ice water. The 
yield of soluble proteins obtained in this way—probably globulin 
—is less than 1 per cent. 

The residue is then completely soluble in either normal ammon- 
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ium hydroxide or N/10 NaOH. The protein is precipitated from 
the alkaline solution by careful addition of acetie acid. The pre- 
cipitate is filtered off, washed with water, acetone, and ether and 
dried in vacuo over P.O;. The vield of nucleoproteins is about 90 
per cent of the crude brain protein. 


[il. Properties or Purirtep Brain PROTEINS (NUCLEOPROTEIN) 

Some of the physical and chemical properties of the proteins pre- 
pared from the brains of humans, cattle, sheep and pigs are sum- 
marized in Table XI. The proteins obtained by either of our 
methods show the typical properties of nucleoproteins, namely, 
solubility in dilute alkali and complete precipitation with dilute 
acetic acid. It is interesting to note that although the protein con- 
tains labile sulfur (cystine) as indicated by a positive lead blacken- 
ing test, the nitroprusside reaction is negative even after heat coag- 
ulation and reduction with sodium cyanide, The positive Millon test 
indicates the presence of tyrosine. The significance of the heat 
coagulation point will be discussed below. 


TABLE XI. PHYSICAL AND CHEMICAL PROPERTIES OF BRAIN PROTEINS 


Heat NaOH Nitro- Precipitation Solubility 
yagulation point Millon PbAc2 prusside with acetic in alkali 


Brain protein c 
Cattle 62-63°C | n \ 
Sheep 62°C. } ' + | 
Pig 60°C, } { 


Human 65-67°C. ae 1 cal 


LV. ANAPHYLACTIC REACTIONS OF BRAIN PROTEINS 


The brain tissue used for the preparation of the brain proteins 
was always contaminated with small amounts of blood. It was 
therefore probable that our brain protein preparations contained 
varying amounts of blood protein. In order to test for the pres- 
ence of blood protein in our crude fractions and to determine 
whether this contaminant was still present in our purified brain 
nucleoprotein, a number of anaphylactic experiments were carried 
out with the cooperation of Dr. M. F. Upton, research assistant in 


serology. Guinea pigs were sensitized by intraperitoneal injection 
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with 5 mg. of the various brain protein preparations and reinjected 
intracardially 13 days later with 12.5 or 25 mg. of protein. <A 
brief summary of these experiments is given in Table XII. 


TABLE XII. ANAPHYLACTIC PROPERTIES OF BRAIN PROTEINS 


Guinea pigs were injected intraperitoneally with the sensitizing protein and tested 13 
days later by injection of the test protein directly into the heart 


Sensitizing Test 
protein protein « Result* 
Cattle brain Cattle brain 
purified purified + 
Cattle brain Cattle blood = 


purified 


Cattle brain Cattle blood 
crude 

Cattle brain Pig brain — 
purified crude 


indicates anaphylactic shock 


Fourteen guinea pigs were used in these experiments. A test 
was considered positive if the animals showed definite signs of ana- 
phylactic shock; in more than half of the positive tests the animals 
died. The animals sensitized with pure cattle brain protein, which 
failed to show any anaphylactic response to pig brain protein 
(Table X11), were promptly killed by a subsequent injection of the 
former material. 

The experiments show that the purified brain nucleoprotein was 
free from blood protein, while the crude fractions apparently con- 
tained some. It is further interesting to note that the brain nucleo- 


protein is apparently species specific and not organ specific. 


V. Discussion 


The preparation and purification of the brain proteins as indi- 
cated above do not require at present further discussion. 

In the review of the literature (Part IV) the ideas of Alcock, 
Halliburton, Mott and others regarding a relationship between 


heat coagulation of brain proteins and death from hyperpyrexia 
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were discussed. None of our purified brain protein preparations— 
the solutions were carefully controlled with respect to protein, salt, 
coagulated below 60°C. (Table XI). 
These coagulation points are about 10°C. higher than those re- 





and hydrogen ion content 


ported by Halliburton et al, for their crude brain extracts. Since 
death from hyperpyrexia occurs around 50°C., no experimental 
support in favor of the heat coagulation theory is found in the phy- 
sical properties of the purified brain proteins. Moreover the recent 
experiments of Dusser de Barenne and Zimmerman (1933) might 
also be interpreted as evidence against the heat coagulation theory, 
These investigators observed that heat of about 65°C. applied to 
the cerebral cortex of monkeys, eats, and other mammals causes 
selective destruction of various layers of nerve cells. The depth 
and extensiveness of the destruction is a function of both the tem- 
perature and the time of heating. ‘**The lesions produced with this 
method are sharply defined. The continuity of the cortex is undis- 
turbed. The lesions show an encapsulated area marked off from 
the surrounding cortex by a wall of proliferated neuroglia, connec- 
tive tissue, and blood vessels. Within one week or even after four 
days following the treatment all nerve cells in the destroyed layers 
have disappeared. The neuroglia within the affected area survives 
and reacts with proliferation within the range of temperature used. 
It was found that the neurogha survived even after a heating of 
the cortex at 130°C. for 15 seeonds.”’ 

As far as we are aware the immunological properties of purified 
brain protein preparations have not been investigated. Plaut, 
Witebsky and others, on the basis of experiments carried out with 
whole brain pulp, are led to believe that brain is organ specifie. 
On the other hand our preliminary study on the anaphylactic reac- 
tions of purified nucleoprotein from pig and cattle brains (Table 
X11) seems to indicate a species specificity of the proteins investi- 
gated. This finding shows clearly the need for a detailed compara- 
tive investigation of the immunological behavior of pure brain pro- 
teins derived from a variety of species. 
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Vil. SumMary 

1. ‘The literature on brain proteins was reviewed. 

2. Experiments on the preparation of brain proteins were re- 
ported and two methods for their isolation based on the use of gly- 
cerol as a solvent were recommended, 

3. Brain nucleoproteins were purified and obtained free from 
blood proteins. 

4, Some physical and chemical properties of purified brain pro- 
teins were reported, 

5. Anaphylactic experiments seem to indicate that brain nucleo- 


proteins are species specifie and not organ specific. 
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THE ETIOLOGY OF CHRONIC ALCOHOLISM* 
A Résumé of the Literature with Two Case Reports 
BY JOHN L. SMALLDON, M. D., 

SENIOR ASSISTANT PHYSICIAN, HUDSON RIVER STATE HOSPITAL, POUGHKEEPSIF, N. Y. 

In the controversies of recent years, it has often been said, or 
implied, that alcoholism is a recently developed problem, a result- 
ant of conflicts produced by a complex modern civilization. In 
contrast to that viewpoint, it is found that alcohol has been used 
to excess by man throughout his history. Many reterences to in- 
ebriety, for instance those of Noah and Aaron in the Bible, are 
contained in early literature. In this connection, the contention of 
G. Archdall Reid’ that certain races are alcoholic or temperate as 
a result of a process of evolution is interesting. He postulates that 
Jews are rarely chronically alcoholic today because they drank 
heavily at an earlier period and have become temperate in propor- 
tion to their past sufferings from aleohol. Horatio M. Pollock,’ 
director of mental hygiene statistics, New York State Department 
of Mental Hygiene, in a study of aleoholie mental disease admis- 
sions to the New York State Hospitals in 1930, and to similar hos- 
pitals throughout the United States, as determined from the Fed- 
eral Census Bureau’s reports for 1922, corroborates the statement 
that Jews are rarely chronically alcoholic. At least, he finds that 
alcoholic mental disease is very rare among that race. Again, the 
South European wine countries have been said to be the most tem- 
perate in the world while savages lacking the opportunity to drink 
in the past are known extremists in the use of aleohol. In the 
above-mentioned study by Pollock,’ it was noted that in 1929-31 the 
rate of aleoholic mental disease adinissions of negroes to the New 
York State hospitals was twice that among the foreign-born whites 
and nearly five times as high as that among the native whites. As 
opposed to the low rate among Jews, the same authority found a 
high rate of alcoholic mental disease in Irish and Slavonie, and to 
a somewhat lesser extent in English, German, Italian and Russian 
immigrants to this country. Such disease was noted to be more 


*Read before the Dutchess County Psychiatric Society, Poughkeepsie, N 
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prevalent in our foreign-born white inhabitants than among our 
native whites by a ratio of over two to one. Pollock,? and also 
Adolf Meyer,’ attribute the differences in racial susceptibility to 
their unlike social habits, it being pointed out that Jews are by no 
means immune to mental disorders. 

The importance of our modern problem is emphasized by the fol- 
lowing statement of Forel. ‘‘In all countries where the alcoholic 
habit reigns, it accounts for from one-half to three-fourths of the 
crimes, a great share of suicides, of mental disorders, of deaths, 
of diseases generally, of poverty, of vulgar depravity, of sexual 
excesses and venereal diseases, and of dissolution of families.’’ 
Tn 15 large cities of Switzerland, one-third of the male suicides 
and one-tenth of the deaths in men above 20 years are wholly or 
essentially referable to alcohol.’’ In considering the foregoing 
however, it should be stated that Herman Adler,’ in a recent re- 
view of the subject, found that the assumption of a specifie rela- 
tionship of aleohol to crime lacks trustworthy evidence. He ex- 
plains that social behavior is ‘‘a complicated reaction between the 
human being and his environment,’’ a delicate balance which may 
be upset in many ways, depending upon a great number of coinci- 
denees. In coneluding his review, Dr. Adler® writes as follows. 
‘*Under such conditions, it is, of course, clear that any chemical 
re-agent which disturbs the smooth functioning of the organism 
may produce situations from which a criminal act may result. It 
is this disturbance of functioning so commonly associated with aleo- 
hol which has perhaps contributed more than anything else to the 
widespread belief that aleohol is one of the great causes of crime.’’ 
The statement of William A. White® that about 12 per cent of the 
insane in the mental institutions of the United States are there 
because of alcohol, directly or indirectly, is worthy of note. Sta- 
tistics of the New York State hospitals for the period 1909-1931, 
as given by Pollock,’ serve to further emphasize the aleoholie prob- 


lem. First admissions of aleoholic mental disease were found to 
have varied from 9.4 to 10.8 per cent of all first admissions from 
1909 to 1913, and then to have dropped to 7.4 per cent, 5.6 per cent 
and 6.1 per cent in 1914, 1915 and 1916. In 1917, a reaction be- 
lieved by Pollock*® to have been due to the country’s entrance into 





| 
| 
| 











642 THE ETIOLOGY OF CHRONIC ALCOHOLISM 


the World War occurred, the rate jumping to 8.6 per cent. Then, 
from 1918 to 1921, there was a remarkable decline in alecholie 
eases, the low point being reached in 1920—1.9 per cent. From 
1922 to 1927, the rate gradually increased to 7.0 per cent and from 
1928 to 1931, there was a slight downward trend, which the above- 
mentioned author considered too minor to be of significance. Sim- 
ilar results were obtained from a study of records from other 
states. Pollock’ believes that restrietive laws were responsible for 
the reduced incidence of alcoholic psychoses, especially in 1920, of 
which he wrote, ‘‘ In its mental disease reeord, in its crime record, 
in its drunkenness record, the year 1920 stands without an equal 
in the recent history of this ecountry.’’ Writing of the same sta- 
tisties, William C. Garvin’ concludes that the low rate in 1920 was 
a result of temperance agitation and the enforcement of the Pro- 
hibition law in its early phases, while the later rise is attributed to 
the failure of enforcement. The figures given, of course, do not 
include alcoholism incidental to psychotie states not directly trace- 
able to the use of alcohol. Irving Dewey Williams* has estimated 
that roughtly 100,000 beds in the public mental hospitals of the 
United States are filled by patients under treatment for alcoholie 
psychoses. From a study of the effect of alcohol on longevity, mor- 
tality, and morbidity, Arthur Hunter,® vice-president and chief ae- 
tuary of the New York Life Insurance Company, states that total 
abstainers are on the whole longer lived than non-abstainers, mod- 
erate drinkers have a higher mortality than the average, partly due 
to a percentage of them eventually exceeding moderate consump- 
tion, and those drinking occasionally to the point of intoxication, 
or having a few protracted sprees yearly, are distinctly shorter 
lived than the average. 

As a preliminary to a consideration of the query, ‘‘ Why do men 
drink?’’ it is necessary to understand what physiological action 
may be expected of aleohol. Formerly, it was believed that alcohol 
was a stimulant in small doses, that it increased man’s power for 
mental and physical work and efficiency. Such investigations as 
those reported by the British Medical Research Council,'® Emil 
3ogen,"’ pathologist of the Olive View Sanatorium, California, 
George B. Wallace,’® professor of pharmacology of the New York 
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University and Bellevue Hospital Medical College, Harold E. Him- 
wich,"® associate professor of physiology of the Yale University 
School of Medicine, A. D. Bush,"* a pharmacologist of Emory Uni- 
versity, and others have disproved these claims to the satisfaction 
of most scientific workers in this field. According to Wallace,” 
alcohol is a narcotic whose dominant action is a depression of func- 
tion of all forms of living tissue, while Bogen" has characterized 
alcohol as the most dangerous poison widely included in the human 
diet since it affects nearly every tissue of the body, while having ¢ 
particularly toxie action upon the tissues of the central nervous 
system. Various authorities have ascribed the predilection of 
aleohol for the latter system to a hindrance of aleoliol’s diffusion 
in it, a condition believed due to a limited blood supply or to the 
high tat content of the nerve cells, it being well-known that the 
aleohol content of fat is low. Wallace’ states that pharmacologists 
generally believe there is some evidence of a short stage of stimula- 
tion preceding the depressant effect of aleohol, provided the nar- 
cotie is applied in sufficient dilution, but he notes that there has 
been much argument as to whether the stimulation is a true one or 
only an apparent or sham one, that is, whether it is due to direct or 
indirect action. In any case, Wallace’* continues, the stimulant ef- 
fects are of little importanee when compared with the character- 
istic depressant action, the removal of inhibitions. Again, Him- 
wich’® writes that alcohol in small doses may act as a stimulant on 
certain tissues of the body but that on the brain it is a depressant 
in all concentrations. Regarding the early work of Kraepelin, in 
which he found that alcohol in any dose is a depressant on the men- 
tal and sensory functions of the brain but slightly and temporarily 
stimulating, In small doses, to the motor functions, the last-named 
authority cites later work by Schmiedeberg, Dodge and Benedict 
to prove that, with the control of extraneous stimuli and psychie 
factors, alcohol is also a narcotic and depressant from first to last 
on the motor functions. The consensus of opinion among the writ- 
ers mentioned is that the effect of alcohol on the brain is to pro- 
gressively abolish the inhibitory action of the higher nervous cen- 
ters, which latest acquired inhibitions are first to sueeumb to its in- 
fluence. The apparent but fallacious mental stimulation following 


OcT.—1933—a 








644 THE ETIOLOGY OF CHRONIC ALCOHOLISM 


the taking of alcohol, according to the report of the British Medical 
Research Council,”’ is due to a release of the lower nervous centers 
and the associated modes of behavior from the control of the higher 
levels by narcotization of the latter. Kraepelin,’® Himwich," 
Strecker and Ebaugh,"® Smith Ely Jelliffe’ Edward Mellanby" 
and others find that alcohol not only lessens motor activity and 
physical strength but, even in small qualtities, causes loss of judg- 
ment, interferes with clarity of ideation, impairs the capacity for 
mental work, and interferes with memory ability and emotional 
stability. The sensation of restfulness from fatigue produced by 
small doses of aleohol is explained hy White*® as due to an inhibition 
of the sensory channels conveying the sense impressions making up 
the feeling of fatigue. Since aleohol obstructs the paths carrying 
inhibiting impulses, thus allowing the more elementary processes 
freer play, through it the individual achieves freedom from self- 
criticism, unpleasant reality, and mental conflicts and therefore be- 
comes happy, elated and self-satisfied. Mellanby™ believes that al- 
cohol, in depressing the higher centers, releases the brake on the 
thalamus which is particularly related to the emotions, and so 
allows the latter freer play. Is the alcoholic’s feeling of euphoria, 
his forgetfulness of cares and worries, his freedom from shyness 
aml self-criticism the goal desired from the narcotie’s use? Surely 
such an explanation is too superficial, too incomplete to apply to 
the great majority of chronic alcoholics. 

There are undoubtedly normal drinkers and abnormal drinkers, 
the former including those who drink occasionally and socially and 
who are not subject to compulsions demanding liquor. On the other 
hand, the chronic alcoholic, whether he drinks regularly or periodi- 
eally, is the victim of such compelling impulses. Richard R. Pea- 
body*® includes in the normal class even the man who becomes in- 
toxicated every evening but goes soberly about his business in the 
daytime. He describes the chronic aleoholic as the man to whom a 
night’s sleep does not represent the end of an alcoholic occasion 
but rather only an unusually long period of abstention. Morning 
drinkers, according to the same writer, are to all intents and pur- 
poses chronic alcoholics. Adolf Meyer® describes the chronic aleo- 





JOHN L. SMALLDON, M, D. 645 


holic as one in whom the craving makes it impossible to stop and 
by whom continuation is considered the only resource. 

Man’s propensity to alcohol has been explained by a multitude 
of theories, from the physical, environmental, psychogenetic, and 
hereditary viewpoints. 

Among the theories emphasizing somatic factors, is that of FE. 8. 
Cowles,” who maintains that in many instances the ‘drink habit’’ 
is not a mental and emotional disorder per se but is dependent on 
certain physical factors. He believes that of the young people who 
hegin the use of aleohol merely as a social custom, a number suffer 
meningeal irritation and edema of the brain which preclude control 
of the ‘‘aleoholie habit.’’ Onee established, the irritation and 
edema are believed to produce a vicious cyele, aleohol increasing 
the organic factors and the latter arousing an emotional instability 
and craving for aleohol. Cowles holds that while many individuals 
may not at first develop such definite organie disease they may 
with continued use of aleohol subsequently succumb. With the de- 
velopment of such conditions, close observers note a personality 
change, an emotional instability which is present even when the 
sufferer abstains from aleohol for months, or even several years. 
There is euphoria or depression, irritability, impulsiveness, family 
conflict, ete. The patient, ignorant of any change in himself, finds 
an excuse in his environment for drinking. According to Cowles,” 
lumbar punctures in these cases show increased intracranial pres- 
sure and increased globulin and albumen in the cerebrospinal fluid. 
Those who do not drink for relatively long periods are believed to 
abstain because they have found an outlet for the intensity of their 
emotional reactions in religion, love affairs, or psychoanalysis. 
But, writes the author mentioned, the substitutionary excitement 
supplied by those factors which are merely emotional debauches, 
soon wears away and relapses occur over and over again until the 
brain irritation is removed by repeated lumbar punctures and med- 
ication. He believes the aleoholic dementias of later life to be all 
due to long-established cerebral edemas. 

L. M. Katzman” holds somewhat similar views and consequently 
has elaborated a form of therapy involving the use of urotropin. 
However, he admits that even such cases are to a certain degree 
functional in nature, 
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A number of writers incline to the organic to explain the dipso- 
maniac, many feeling that he is essentially an epileptic in whom the 
aleoholic orgy is an expression of an epileptie fugue. Henderson 
and Gillespie” believe that some but not all dipso-maniaes are epi- 
lepties. C. Stanford Read* quotes Kraepelin and Gaupp as stat- 
ing that this recurrent and uncontrollable desire for drink is closely 
allied to epilepsy while Ziehen believes that some of them are 
epileptics. 

Alexander Lambert* has described an ingenious theory, claiming 
that chronic tobacco poisoning in inveterate cigarette smokers is 
responsible for dipsomania. He has stated that the poisoning pro- 
duces nervousness and that the individual turns to alcohol for its 
nareotic effect in quieting his over-wrought nerves. The first drink 
in such individuals is believed to start an aleoholie craving. Quot- 
ing Lambert, ‘‘I am firmly convinced that this double nareotie poi- 
soning explains the majority of periodic drinkers—if made to cease 
smoking, drinking ceases automatically as the periodic drinker 
wishes to keep away from it-—doesn’t enjoy it and takes it against 
his better judgment, will and desire.’’ 

According to the Adlerian school, the alcoholic is best understood 
by considering him as engaged in an abnormal search for superior- 
itv or self-preservation. Adler postulates a craving for power to 
compensate for the individual’s feeling of inferiority. So the alco- 
holie state becomes a wish-fulfillment dream, it being considered a 
manly exeuse to escape from the complexities and responsibilities 
of life and to conceal weaknesses. That regression to childish tr- 
responsibility is believed to explain the aleoholic’s childish hehav- 
ior. Adler’s theory assumes that the primary causes of chronic 
alcoholism are conscious feelings of inferiority and fear. The tend- 
ency to pathological drinking then, is considered due to a failure 
of the early home training to teach belief in and dependence on 
one’s self and rather to foster fears, pampering, or a feeling of 
neglect from which the child develops into an inferior and inade- 
quately adjusted adult. Peabody’ claims to have rarely found al- 
coholism in instances in which the parental attitude toward the 
child was intelligent. William D. Tait*® describes the exhilarated 
state of the alcoholic as a compensation in which the sufferer’s 
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wishes are fulfilled, his ambitions realized, his desire for power 
accomplished. Hubert J. Norman* also states that the chief reason 
for taking alcohol is to produce euphoria and compensate for an 
inferiority complex. 

Henry H. Hart finds that the tendency to seek refuge in alcohol 
occurs during the prime of life, at an average age of 35.7 years, 
when man’s instinctive urges, sexual and egoistic, are expressed in 
their most active form. Failure to attain satisfaction, he believes, 
leads to a flight into alcoholism. Only a little over one-third of 
Hart’s* cases showed homosexuality and only a few revealed overt 
homosexual tendencies, so he has decided that the frequent marital 
and social maladjustments of the alcoholic are due not so much to 
sexual abnormalities as to general constitutional deficiencies which 
are partly inherited and partly acquired from an unfavorable en- 
vironment in childhood. 

In support of his contention that there are a multitude of causes 
for excessive and habitual indulgence in alcohol, L. Pierce Clark* 
enumerates some of the many functions served by aleohol. For in- 
stance, at one time it may paralyze the repressing forces of social 
custom, making social intercourse free and natural. At another 
time, It may enable an individual to rise to intellectual and emo- 
tional heights to which he otherwise feels inadequate. Again, aleo- 
hol makes it easy for the individual to express unconscious desires, 
which he cannot do under other circumstances. Adolf Meyer,® in 
this connection, speaks of temporary relief from such basie psyeho- 
pathic traits as moodiness, diffidence, anxiety and fears, the urge 
for repetition of satisfying or gratifying taste, effect, sociability or 
adventure and relief from shyness or other feelings. He also 
mentions the attainment of success with minimal effort, the cultiva- 
tion of self-pity and easy self-exhilaration, the reduction of guilty 
feelings and the development of false standards of comparison with 
false solutions. Meyer* also feels that alcohol releases tensions by 
allowing the drinker to strike the common level of his associates 
without strain and adds that it is most probable that the alcoholic 
habits and customs are developed as a means of collecting and 
bringing together congenial spirits. Himwich’* believes that under 
certain conditions it may be advisable, not only for the sick to be 
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relieved from the realities of life, but even for the worried business 
man, after the day’s work is done, to buy temporary relief from 
worry at the expense of mental alertness. In addition to listing 
relief from cares, fears, feelings of inferiority and weakness, inhi- 
bitions, and self-criticisms as causes of the drink habit, Walter R. 
Miles,” professor of experimental psychology, Yale University, 
mentions the urge to give the fundamental animal desires free 
reign. In corroboration of the latter point, he calls attention to 
the increased tendency to sex offenses in alcoholism, and what he 
characterizes as the close association between the brothel and the 
bar. 

Heredity, as an etiological factor in alcoholism, is no longer con- 
sidered of much importance although, as mentioned by Henderson 
and Gillespie,” feeblemindedness on the part of the parents may be 
contributory. Sir Frederick W. Mott® has stated, ‘‘ Like does not 
beget like but a tendency to like in this respect (aleoholism) and 
an inherited weak will-power and moral sense may be transmitted, 
whereby the individual is more susceptible to temptation and imi- 
tation.’’ The experiments of Charles R. Stockard,” professor of 
anatomy, Cornell University Medical College, with over 5,000 
guinea pigs for about 15 vears, confirm that viewpoint. He gave 
guinea pigs alcohol by inhalation at intervals for as long as six 
or seven years and found that while the mortality of the untreated 
offspring in the second generation was considerably increased, no 
new ‘‘character,’’ in the Mendelian sense, was aequired. Charles 
B. Davenport,” director, department of genetics, Carnegie Insti- 
tute, Washington, D. C., from animal experimentation, has con- 
eluded that generations of aleoholism in man have produced game- 
tes relatively resistant to alcohol; so that diminished fertility of 
alcoholics and defective offspring are, at least, not the common 
result. In nearly everyone of Peabody’s*® cases of chronic aleohol- 
ism, he has found that at least one of the parents is ‘‘nervous’’ or 
‘‘temperamental, often to the extreme.’’ He therefore concludes 
that while an alcoholic craving is not directly transmitted from 
one generation to another, a nervous system requiring alcohol is 
inherited. The series of cases studied by Hart* showed a high per- 


centage of personality and personal adjustment abnormalities in 
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the children of alcoholics, a circumstance suggesting the presence 
of a constitutional detect in the stock of which the patient was a 
part. IXarpas* also found a high percentage of personality defects 
in the alcoholic. As he puts it, some of our cravings are gratified, 
others find realization in our dreams and still others are repressed 
and compensated, ‘The well balanced, normal individual seeks ad- 
justment in healthy activities such as art, literature, science, occu- 
pation and sports but the individual with a poorly endowed con- 
stitution finds refuge in neurosis, psychosis, aleoholism or drug 
addiction. Henderson and Gillespie,” Clark,?* Dixon, Neff,*° 
Norman,” Read,’ and others agree that alcoholism is often a symp- 
tom of an unstable neuropathic or psychopathic constitution. It is 
a result of neurosis rather than a cause, a symptom of a mental dis- 
order arising trom other causes. It is well to note in considering 
the role of psychopathic personality in the etiology of alcoholism, 
that Meyer® has found it very difficult to say what is psychopathic 
background and what a consequence of drinking. Sandor Rado* 
recognizes the presence of an individual predisposition to aleohol- 
ism and feels that it is the decisive factor but he labels it an un- 
known element. These cases, according to White,® are hysterics 
and members of the large group of psychoneuroties. Some people 
undoubtedly drink as an expression of a mental illness, especially 
in early paresis and mild manic-depressive reactions but also in 
some early schizophrenias. <A. A. Brill found that his chronic 
alcoholics were, with very few exceptions, psychopaths, maniec- 
depressives and epileptics. Therefore, his patients when not ex- 
tremely subnormal were helped to give up aleohol for a while but 
they usually returned to it. Organic psychoses, particularly post- 
traumatie constitutions, arterioseleroties, and seniles, have been 
found prone to aleoholism and peculiarly susceptible to it. Garvin,’ 
however, believes that it ean be easily proven that mental disease 
is not the sole cause of aleoholism. For instanee, he found that 
psychoses are as frequent in the Jewish race as in any other but 
that they are less prone to aleoholism than most other races. Again, 
rural communities where the highest proportion of insanity is 
found, have the lowest rate of alcoholism. It should be noted in 


considering Dr. Garvin’s statement that psychoses are as frequent 








650 THE ETIOLOGY OF CHRONIC ALCOHOLISM 


in Jews as in any other race, that Benjamin Malzberg’s* study of 
the prevalence of mental disease arnong Jews in New York State 
is at variance to the opinion stated above. Malzberg** found that 
Jews had a lower rate of first admissions to hospitals fer mental 
disease than non-Jews in the years 1914 to 1929 inclusive. He esti- 
mated that the Jews of New York City have a rate of first admis- 
sions only 50 to 55 per cent of that among non-Jews. 

Every physician who sees the chronic alcoholic has seen some 
eases which apparently fit at least most of the above-enumerated 
theories. Probably, the psychological understanding of the chronie 
aleoholie is in each case a very special individual problem. It is 
not within the scope of this paper to attempt an evaluation of those 
numerous and highly controversial hypotheses but rather to eall 
particular attention to the Freudian psychogenetie theory, support- 
ing evidence of which is so often found on close investigation of the 
aleoholie séen by the physician in the State hospital. Even without 
recourse to formal psychoanalysis, investigation will frequently 
demonstrate the presence of homosexuality and other repressed 
sexual fores, in symbolic form when not openly expressed, 

Karl Abraham* published in 1908, the first psychoanalytical view 
of aleoholism, offering the theory of homosexuality on the Freud- 
ian basis as the underlying cause. With the passage of time, that 
paper remains the classical exposition of the subject, subsequent 
investigations only having served to confirm and elaborate his 
theories. 

Alcohol is believed to release the anti-social, instinctive, infantile 
forces of the unconscious id from the repressions and suppressions 
of the ego and of the super-ego. It is due to the relative strengths 
of those so-called censors, which control and direct the infantile 
desires, that alcoholics are believed by Williams* to differ so widely 
in personality. They may be quiet and sullen, quarrelsome and 
sareastic, witty and gay, or boastful and sentimental. Although 
the homosexual impulse seems to be the most frequent infantile 
instinet in the chronie aleoholic, all individuals do not regress to 
the same extent due to the varying strengths of the ego and of the 
super-ego, according to Clark.” In fact, the same individual may 


reach varying levels of unconscious strivings and conflicts at dif- 
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ferent degrees of intoxication. Only the homosexual level may be 
reached or deeper regressions, to the auto-erotic, the exhibitionis- 
tie, or even the deepest infantile levels, may oecur. The succeeding 
of the drunkard’s conviviality by brawling and rough-house tacties 
is believed to be due to his regression to a low auto-erotie level. 
Psychoanalyses have shown that many aleoholic character-traits 
are the result of partial oral fixations, and particularly oral sadism. 

It has been said by Abraham,** that a failure to sublimate the 
infantile instinets impelling toward mastery over the sexual object 
in pity, dread and such emotions, will allow the sexual perversion, 
sadism, to reach the surface of consciousness. On the other hand, 
masochism will become evident when the infantile instincts leading 
io subjection to the sexual object’s will are not similarly subli- 
mated. Sadists and masochists then, drink to remove resistances 
and thus allow of an exhibition of those tendencies in the brutal 
erimes so often committed in intoxication. In writing of the sad- 
istic masochistic complex so frequently seen in aleoholism, Clark* 
states that those who take pleasure in tyranny can command 
drunken comrades who in turn take pleasure in obeying. He has 
mentioned the pleasure of drinking a dear friend ‘‘under the table’’ 
and has explained, by the sadistic component, that obsessive desire 
for physical injury seen in duelling since the latter is so often 
found closely related to the Kuropean beer brotherhoods. Again, 
the masochistic element often shows itself in the questionable com- 
pany sought by chronic drinkers. The same writer describes soli- 
tary drinking as an urge for self-immersion, agreeing with the 
libido trend of auto-erotism and mother-fixation. Or it is a deep 
regression to an auto-erotic stage where the self is all-sufficient for 
gratification and the external world is shut out. The repeated 
urgency of alcoholic desire is attributed to the erogenous nature of 
the mouth, the infantile libido having no object but being auto- 
erotic and seeking pleasure in excitement of the erogenous zones. 
The frequent suicidal attempts of the alcoholic, which in themselves 
constitute proof of severe mental conflicts, are considered by 


Clark, as signifying, not a longing for death, but for a rebirth or 
a Nirvana. Those attempts involve the furthermost limit of flight 
from reality. C. C. Wholey* finds from his analyses, that they are 
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driven to suicide, not by the affect-depression of the melancholie, 
but by an overwhelming urge to escape from an imminent death 
attended by hideous torture and mutilation of the genitalia, castra- 
tion, ete. 

Returning to the consideration of the most frequently observed 
infantile instinct in alcoholism, homosexuality, we recall that in the 
early ontogenic development of every individual the homosexual 
element is normally present. In after years, it should be and usu- 
ally is sublimated. However, such hidden factors are apt to reap- 
pear when alcoholism supervenes and destroys the sublimations. 
In the words of Abraham,*® ‘‘homosexuality is usually so abhor- 
rent to the ego-ideal that it can only show itself in veiled form or 
through a mental conflict producing psychosis.’’ In cases fixated 
at the homosexual level, aleohol becomes necessary when the soci- 
ally inaeceptable instinctive component shows signs of breaking 
through into consciousness. fHenee, the contention of C. Stanford 
Read* that aleohol is a ‘* psychological necessity in modern eivili- 
zation.’’ Brill’ states that depriving a man of the substitute for 
his primitive impulses pushes him back to a state incompatible 
with his existence and forces him to resort to something more 
harmful both to himself and society, than alcohol. 

Aleoholie narcotization allows the demanded abnormal friend- 
ships and contacts with the individual’s own sex by removing re- 
sistances and increasing sexual activity. It has been said that 
every drinking bout is tinged with a homosexuality which reap- 
pears unveiled under the influence of alcohol. The normal aver- 
sion to tenderness between men is dissipated by aleohol and under 
its influence, they throw their arms about one another, utter flatter- 
ing remarks of endearment, and weep together in a typically fem- 
inine manner. The obscenity of the drinking place is considered 
inseparable from alcoholism and another evidence of homosexual- 
ity. According to A. E. Carver,’ the inebriate’s boastfulness, wit 
and fabrications are phantasies for a sense of inferiority based on 
an innate homosexuality. It is the same impelling force which 
causes a man to desert a comfortable home and loyal family for 


the companionship in drink of men at the speakeasy or club. The 
homosexual impulse may lead to criminal attacks upon a father or 
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a brother and it often appears in consciousness as a paranoid state. 
The well-known fears of the aleoholie delirium are believed under- 
standable only as projections. That common feature of aleoholism, 
marital Jealousy, is said to be the result of a projection of the per- 
sonal delinquencies and frequently also of chagrin over impotence 
produced psychologically by a lessened attraction to the opposite 
sex when a latent homosexuality is lighted up. The aleoholie’s own 
inclination to unfaithfulness, which is an attempt to gain fresh exci- 
tation because of his abhorrence of impotence, leads to projection. 
His infidenity tends to feed the sadistic desire. Disappointed in a 
woman, he goes to a saloon or club to meet other men and there 
obtains what he has missed at home with his wife. Aceording to 
reud,*' because of a partial failure of repression of the aleoholic’s 
homosexuality, he contradicts the sentence, ‘‘T (a man) love him (a 
man)’’ with ‘*She loves him’’ and in consequence, he suspects the 
woman in relation to the men he himself has sought to love. 
Through projection, he believes that it is his wife who has had the 
desire or committed the act. Alcohol then, is not the cause of the 
alecoholi¢ paranoie state but rather is a result of it, a refuge from 
an insoluble conflict. The content of alcoholic hallucinations is fre- 
quently noted to be homosexual and genital paresthesias may be 
interpreted by the victim as evidence of homosexual assault. The 
animal visions of the alcoholic delirium are often those of the rec- 
ognized homosexual symbols—snakes, lizards, ete. 

in women, the growing addiction to aleohol is not believed by 
Clark** to be sufliciently explained by the breaking-down of social 
barriers, the opening of new occupations and the desire to emulate 
men. He states that the social tea in which women formerly sub- 
limated their homosexuality, is being displaced by aleohol because 
the latter has been found more satisfactory today when the virile 
component of woman is so stirred, 

Dipsomania, which was once considered an expression of an epi- 
leptic fugue, is now quite generally believed to be an episode in a 
eyclothymie individual with a homosexual defense mechanism. The 
fear and restlessness which introduce those attacks are believed to 
be rooted in conflicts and repressions of sexual desires. 


The following two eases, illustrative of the Freudian psycho- 
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genetic viewpoint, were selected because of the freedom with which 
they retrospectively review their delusional content. 

CASE No. 1, A. H. This male of 39 years was born in New York State of an old 
American family in which there is no history of nervous or mental disease. His paternal 
grandfather drank whiskey heavily but never showed evidence of intoxication. That 
grandfather’s five sons, including our patient’s father, also drank heavily but only one 
of them ever became intoxicated and he not to the extent of interfering with his 
occupation. 

A. H. was an average, well-adjusted child but was not interested in school and there- 
fore left when in the second year of high school to take a six months’ business course, 
On its completion, he worked in his father’s insurance office for two years and then 
ran away from home, both because of antagonism toward his father and the latter’s 
refusal to pay him more than $6 per week. For six months, he traveled about northern 
New York cities taking magazine subscriptions and then became a grocery specialty 
salesman in Buffalo, continuing at that line until 1916, when he spent 8 or 9 months 
in the army on the Mexican border. 

Returning to his home in November, he returned to his former job as a salesman and 
the next mouth, married a girl he had known all his life. She was one of the only two 
girls he had ever had and, according to his own story, was much like his mother. In 
1917, A. H. enlisted in the army and was soon sent to an officer’s training camp where 
he won his commission as a second lieutenant. While at Camp Devens, his wife, who 
was there with him, developed influenza and died in one and one-half days. 

He was discharged in December, 1918, and then became a candy salesman, achieving 
considerable success, until 1925, when he was let out to make room for a cheaper man. 
It was then, he stated, that his ‘‘hard luck’’ began. He had numerous jobs as a sales- 
man afterward but held none for very long, losing several because of his alcoholic 
habits. 

On October 30, 1922, he married a girl 10 years his junior, whom he had known for 
only two months and whom he had seen only twice during that period. Three children, 
now 10, 9 and 7 years of age, have been born of that union. 

In 1927, his mother to whom he was very closely attached, died. Her death was a 
great shock. He has described her as ‘‘the most beautiful thing God ever made’’ and 
has said, ‘‘She was everything to me—a half hour’s talk with her was like talking with 
God.’’ Although he had been drinking socially since 1912, when he joined the National 
Guard, after his mother’s death he drank heavily for six months. He has said, ‘‘ That 
was my first big bat.’’ At that time, he went to Chicago looking for a job and was 
separated from his wife for one and one-half years although he insists there were no 
marital difficulties. 

In the past six years, he has used alcohol to excess periodically, going on long sprees 
six or seven times a year and drinking anything and everything wherever he could get 
it, in saloons, clubs, and in his home. His nerves would become ‘‘ragged’’ from over- 
work and he would begin by drinking evenings to steady those nerves. About one and 
one-half years ago, the patient lost a job as an assistant manager of a confectionary 
store in New York City, because of the financial depression and since that time has 
been unable to find work. His wife was working and making enough to support her 


family but as he did not wish to be dependent upon her, he went to Troy and has since 
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lived there with his father. In explaining that he cooked and otherwise kept house for 
his parent, he stated that he had always enjoyed cooking immensely and was good at it. 
The two men were antagonistic and argued a great deal. 

A. H. occasionally earned a little money selling paint and spent that for liquor. On 
July 4, 1932, in company with a male friend, he went on a ‘‘bender’’ lasting for a week, 
in which time they spent over $300 on liquor and gambling. No women figured in the 
party as, according to our patient, ‘‘When you are drinking you have no feeling for 
women. ’’ 

Again in September, 1932, he consumed two gallons of aleohol made up into gin. 


’ 


Thereafter, he was ‘‘on the wagon’’ until Armistice day when he began by taking beer 
and then over a three or four weeks’ period consumed one to two quarts of whiskey 
daily. 

A. H. claimed an amnesia for the events following November 11, 1932, but from his 
father it was learned that he talked continually of his deceased mother, claiming that 
he had just returned from a three weeks’ trip with her. He thought that she was in 
the house and that he could hear her voice. As he was noisy, irritable, sullen, restless, 
confused and antagonistic toward his father, it was necessary to remove him to the 
psychopathic ward at the Albany Hospital, Albany, N. Y. On December 6, 1932, the 
patient was transferred to the Hudson River State Hospital and soon beeame clear and 
mentally comfortable. 

Thereafter, he gradually recalled isolated events of his delirious period, which events 
he realized were delusional as a result of an attack of ‘‘delirium tremens.’’ In that 


‘‘terrible nightmare,’’ as he called it, he thought when glasses were placed to his lips 
by male attendants that his tongue was being cut. He has said, ‘‘My throat was cut 
many times but never on the outside—always on the inside.’’ His bed seemed to be 
filled with snakes and fish which bit him, causing severe, stabbing pains in his shoulders 
and back. Through the sheets, he could see the contour of snakes about the size of a 
, 


large rope and could see their ‘‘wiggling’’ movements. They would, at times, he 


7 


‘squashed and a white, pasty fluid’’ would exude on the bedelothing. Again, the bed- 
ding would seem to swell and explode and then be replaced by balloons shaped like 
‘toy pigs and dolls—such as an infant would play with.’’ 

His mother appeared on one occasion when he apparently was ‘‘laid out but still not 
dead.’’ He feared death almost constantly, not only from having his throat cut but 
also by being shot with the revolvers and machine guns he saw pointed at him from 
the windows. The men behind those guns were old friends—men whom he stated were 
beyond reproach. He remembered screaming and cursing in his intense fear. Also, a 
man several times entered his room with a ‘‘knife six or eight inches long’’ and at- 
tempted to cut his throat with it. Among the men who were his enemies was one who 
spoke a guttural German and another white-haired man who was called Pop. The latter 


yelled at him threateningly and grimaced, causing ‘‘ deathly fear.’’ 


The patient’s room seemed to be of solid metal and to be separated from the ceiling. 
At night, it was apparently lowered to the basement and then returned the next morning. 
At times, the wall at the foot of his bed would seem to slide up and when voices from 
below yelled, ‘‘Is he ready?’’ his bed would tilt toward the void in the wall and he 
would be suspended over a great deep from which vapors were rising. He could 
hear men in the room describe ‘‘a great kettle of boiling oil at the bottom of the 
chute’’ but he did not see it. The whole, he felt, had something to do with a church. 
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Whenever the one female nurse entered his room, the bed and wall would immediately 
resume their normal relations—‘‘in other words, she pacified my fears.’’ 

A. H. also recalled that when he was removed from the Albany Hospital to Pough- 
keepsie, he asked the driver to take the back roads to avoid the bullets from the delu- 
sional guns. 


The sexual factors in this ease are self-evident. When asked 
if he believed his ancestors’ aleoholisin to be a factor in his own 
case, he answered in the negative, explaining that his memories of 
their drunkenness evoke only disgust. He added that his aleohol- 
ism must be due to some unknown defect in his own personality, a 
flaw which he would like to discover in order to eradicate, if pos- 
sible. 

We note an early antagonism to his father, which was activated 
later by alcoholism, and marked evidence of a mother-fixation. He 
married a girl much like his mother, he is extravagant in his adu- 
lation of the latter, he was intoxicated for six months after the 
ereat shock of her death, and he has been aleohohe from that date. 
The patient talked much of his mother in his early delirium and 
claimed to hear her voice. He enjoys cooking, possibly because 
of an early oral erotic fixation but again, perhaps because of the 
association of it with his mother. The visions of toys ‘‘such as 
an infant would play with’’ suggest an early level of regression. 

His alcoholism has apparently produced regressions to homo- 
sexual and earlier sexual levels, causing him to desert his wife 
and family on two oceasions. He became intoxicated in the com- 
pany of men and, in his own words, had no feeling for women when 
drinking. The fears of having his throat eut are all associated 
with men and are particularly interesting in that it was his tongue, 
the interior of his mouth, that was to be cut. The oral-erotie imnpli- 
cation is obvious. Snakes and fish are recognized phallic symbols 
and their significance is further emphasized by the statements 
that the snakes were the size of a large rope and that they exuded 
a white pasty fluid. The revolvers and machine guns again, have 
their homosexual meaning. Were the former male friends who 
manned them objects of a homosexual attachment? It is interest- 
ing that the knife with which he was assaulted, another phallic 


symbol of course, was 6 or 8 inches long. Attempts, through ques- 
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tioning, to establish a relationship between the white-haired vision 
‘Pop,’ of whom he was particularly afraid, and his aged father 
toward whom he has been so antagonistic, were not suecessful but 
the suggestion remains, 

The description of his room, of its being lowered to dark depths, 
of the kettle of boiling oil from which vapors arose, and the feeling 
that it had something to do with a church imply a fear, not only 
of impending death but also of hell. 

The writer was particularly impressed by the account of an im- 
mediate release from his fears when a female nurse entered the 
room. 


Case No. 2, W. H. H. This male of 41 years had a father who was alcoholic though 
not to the extent of interfering with his occupation. There was no history of nervous 
or mental diseases in the family and none of his two brothers and two sisters was 
aleoholie. 

The patient left school at 12 years of age, when in the eighth grade, to go to work 
and assist his widowed mother in the support of the family. Until he enlisted in the 
army in 1918, he worked for various grocery and meat shops as a delivery boy and 
clerk. After spending a year in France, he was discharged from the army in August, 
1919, and then began to work as a carpenter and furniture-repairer. Off and on, he 
was involved in the illegal manufacture and transportation of liquor, for which he spent 
3% months in jail in 1925. W. H. H. was not a steady worker and, according to his 
own story, would overwork and then become so tired that he would loaf for a while. 

At 21 years of age, he married a woman 14 years his senior, much against his 
mother’s wishes. They lived with the wife’s ‘‘old maid sisters’’ for about two months 
and then lived alone for two weeks before he left her because of her ‘‘unreasonableness 


, 


and crankiness. ’ Also, she was out constantly with girl friends, part of whom were 


”? 


‘‘bad characters. He said: ‘‘I figured if she went out in bad company, she was 
probably bad too.’’?’ Male friends whom he met in saloons told him of his wife’s 
unfaithfulness. Before leaving her, he complained to his mother and she advised the 
desertion. Although he used beer before his marriage, he did not use it to excess and 
only began to drink heavily to drown the sorrows of his unhappy marital state. There- 
after, he lived with his mother to whom he was very attached, until her death. In his 
words, he was ‘‘a regular mamma’s boy—never went around with the fellows’’ but 
remained at home evenings playing cards with his mother until his army experience. He 
has said that he would never marry again—‘‘had enough of that.’’ He was sociable 
with men but not with women. 

According to his brothers and sisters, he was moody—at times, pleasant and cheerful 
but again irritable. He lost several jobs because of his aleoholie habits and from 
1930 to 1932, frequently slept his ‘‘jags’’ off in jail. His sprees lasted for a week to 
a month and occurred periodically about once in 5 or 6 months. He used beer and 


about a quart of whiskey daily while drinking and always drank in the company of 


men. The patient earned considerable money from bootlegging but spent it as fast as he 
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made it. In the year and a half before his admission to the Hudson River State Hos- 
pital, he had a room in a second-hand store and speakeasy where he worked. 

He began to drink heavily in December, 1931, and about February, 1952, became 
nervous and imagined that he heard his employer calling him when the Jatter had not 
spoken. In May, he ‘‘heard voices right and left’’ ealling him vile names, and his 
employers began to say, ‘‘ Walter is going cuckoo.’’ He could not sleep and saw 
visions in his room, of his employer’s wife pleading with and again threatening him. 
He thought she was poisoning his food. Another frequent vision was that of a large 
negro with a long beard who was after him with a knife. The patient afterwards 
thought it might have been the same negro with whom he once had a fight in a saloon. 
Voices of men threatened to ‘‘get’’ him and to ‘‘fix’’ him and he became very fearful 
and tried to run away. 

The patient has since claimed an amnesia for the period from May 380, 1952, until 
he found himself in the Hudson River State Hospital about July 1, 1932. He has not 
recalled his attempt to drown himself in the river, threatening the lives of others, or 
being admited to the hospital from the Troy County Jail on June 28. After a few 
days in the hospital, he became clear and then described the delusional experiences men- 
tioned. 

W. H. H. explained his ideas of poisoned food by stating that his stomach was ter- 
ribly upset from the liquor he drank. He had good insight and on July 31, 1932, was 
paroled to the custody of his sister with a diagnosis of alcoholic psychosis, delirium; 
recovered. 

Although rather ¢‘nervous’’ and, at times irritable, he got along well and soon ob- 
tained a job on a poultry farm, which he enjoyed. His week-ends were spent at the 
home of his sister, to whom he was closely attached. About October 1, 1952, the patient 
began to drink again and developed paranoid ideas regarding his employer. He has 
since said, ‘‘It seems every job I’ve had lately has been working for a woman and I 
couldn’t get along with them.’’ Because of those ideas, he left his job and returned 
to his sister’s home, where he was irritable and thought his former speakeasy employers 
were trying to force him to return to them. There was a fear that he would be arrested 
because of his former connection with that place. About December 1, he attacked his 
brother with a knife and left the home, though he has since claimed to have no memory 
of that. 

W. H. H. was returned to the hospital on December 11, 1932, in a restless, confused 
and fearful state but soon became clear, composed, and cooperative. Then he stated 
that he had been drinking from one-half to one pint of whiskey daily and had been 
in jail at least six times since October, 1932. His only memories of the amnesic period 
from December 1 until about December 13 are as follows. One morning, he awakened 
to find himself in the Memorial Hospital, Albany, N. Y., with bruises of the head and 
face, which he was told he had acquired in a fight when he attempted to throw the same 
woman he saw in his first delirium from the window of her speakeasy. In addition to 
visions of her, in which her large eyes were a prominent feature, he again saw the same 
threatening negro and also other negroes ‘‘with big heads and small, thin bodies.’’ 
He has recalled hearing male voices on the street calling him e-s and s-o-b. 


It is interesting that during his last spree, the patient used a veronal tablet supplied 


at the speakeasy to each one-half pint of whiskey. He found that he obtained a 


‘‘greater kick’’ from the new drink but that afterwards he felt ‘‘dopey,’’ could not 
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walk far because of weakness in the knees, had such a tremor that he could not hold a 
eup of coffee with two hands, and had such an upset stomach that he could not eat. 
Immediately after the first drink, he would feel as though he was standing on a turn- 
ing table and would have to sit down, but subsequent drinks were not as bad as the first. 

W. H. H. is seen to be an inadequate individual with a marked 
fixation on his mother which apparently caused him to marry a 
woman some years his senior and then to leave her on the advice of 
his mother. There is a definite association in the onset of his aleo- 
holism with that failure to adjust heterosexually. After he began 
to drink, he developed ideas of his wife’s unfaithfulness, probably 
a projection mechanism. When he left his wife, he returned to 
his mother and was, in his own words, a ‘‘mamma’s boy.’’ He has 
since sought the company of men in alcoholism but has shown little 
interest in the opposite sex. Homosexual factors in his delirium 
were the large negro who pursued him with a knife, the other ne- 
groes with big heads and thin bodies, the attack on his brother with 
a knife, and the male voices which called him a e-s 





and threatened 
him with harm. In his homosexual panic, he attempted to drown 
himself. In this connection, his statement that he could not get 
along with female employers is interesting. 

The amnesia shown by this case, as well as the first, is probably 
a Wiping-out of his conscious homosexuality by his strong repress- 
ing forees, 

The addition of veronal to the alcohol, in spite of its extremely 
disagreeable features, is further proof of the necessity he found for 
nareotizing his very strong instinctive urges. 

In conclusion, it should be noted that the aleoholie does not drink 
because he enjoys the taste of liquor, there being few who will 
claim that they find it other than disagreeable and nauseating. It 
has been well said that what the inebriate seeks is mental and not 
gustatory. He talks of needing a drink—not of wanting it. In sub- 
stantiation of his claim that the true etiology of aleoholism les in 
the unconscious, L. Pieree Clark** reminds us that the recognition 
of the well-known superficial and conscious motives seems to be of 
no aid to their correction. Social influences, bad heredity, and poor 
home training then, do not suffice to account for aleoholism—the in- 
dividual and his sexuality must be considered. Alcohol is a compen- 
sation for a complex the fulfillment of which has been denied reality. 


OcT.—1933—H 
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SOCIAL WORK WITH THE MENTAL DEFECTIVE 


BY HESTER B. CRUTCHER 
DIRECTOR OF SOCIAL WORK, NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 


In the past when the relatively simple solution to mental defect 
of all kinds seemed to be institutionalization, the community social 
worker’s chief function was the securing of adequate histories for 
diagnostic purposes, arranging for the patient’s commitment and 
keeping him and his environment as calm as possible pending his 
acceptance in the institution. The challenge then seemed to be 
‘*What can I do to place him in an institution ?’’—decidedly in con- 
trast to the present challenge of ‘‘ How can I help him to adjust to 
society with the ability and personality make-up he has?’’ 

There are few social agencies who do not have among their eli- 
ents a number of backward, mentally-defective individuals whose 
community adjustment they are continually trying to maintain. 
The public health nurse is all too familiar with the mentally re- 
tarded mother who is able to maintain an adequate household rou- 
tine but is unable to cope with an emergency such as illness or the 
addition of a new baby. 

‘amily welfare organizations struggle with defective families 
and court authorities work continually with the defective boy or 
girl who has been delinquent chiefly because of his suggestibility 
and poor judgment which so often results in his becoming the tool 
of more intelligent companions. 

Leaders of boys’ and girls’ clubs, scout organizations and other 
recreational groups are familiar with the child who cannot ‘‘eatch 
on”’ and ‘‘keep up’’ with the other children, thus becoming the butt 
of their jokes and teasing. Keeping these slow children from react- 
ing to such treatment by temper outbursts, fighting or other unso- 
cial behavior is one of their difficult tasks. 

Just what can the social worker do in these situations in which 
the defectives become involved? In general she must have an un- 
derstanding of the personality of the individual defective child, 
realize his assets and possibilities as well as his limitations—and 
she must be convinced that in most cases with time, careful train- 
ing and release of unnecessary pressure, the patient’s desirable 
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qualities will become dominant. She must realize that his environ- 
ment must be simplified and insofar as possible, made stable. She 
must also realize that the building up of desirable social habits in 
the defective is a slow but not impossible procedure and the sup- 
plying of acceptable social outlets can be accomplished if his total 
personality is considered, 

One may speak at length in generalities of what the social worker 
should be able to do with the defective and of the whole philosophy 
of work in this field but specifically what is she doing for the 
defective and what can be done? 

Let us consider first work with the defective outside the institu- 
tion and the evaluation of his present situation—the young defec- 
tive in the home. The social worker must find out what values there 
are for the child in his home and what it means to the family to 
have him at home. She must see that he is receiving the physi- 
eal eare he should have, the proper habit training and the kind of 
supervision he needs. If he is, what effect is his care having on 
the rest of the family. Have the parents accepted him as he is or 
are they defensive about him? Does one parent blame the other 
for his condition thus causing one more or less unconsciously to 
scorn or distrust the other? What effect is the defective child hav- 
ing upon his siblings? Is he making them feel inferior? Are they 
jealous of the extra attention such a child necessarily receives from 
his parents? If so, how do they react to this feeling of jealousy? 

It is obvious that if the social worker is to understand such situa- 
tions and relationships, she must have more than a casual contact 
with the family. Routine history taking is inadequate. <A study 
of the emotional values in the situation as well as consideration of 
the physical and material things is essential. 

Some illustrative cases may cover this point. A social worker 
in a family agency was called to visit a family consisting of a 
father, mother and one child. It was sometime before the mother 
could bring herself to mention this child. When she finally talked 
about him she showed her complete despair regarding him. They 
had long wanted a child and when she finally became pregnant their 
joys, hopes and plans knew no limit. It was not long after the 
child’s birth that they began to realize that their child had mental 
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as well as physical handicaps. They felt thwarted and humiliated. 
When the child was about two years old, the father lost his job. 
They had been living on savings since that time and there was no 
extra money for specialized medical eare for the child. Each par- 
ent blamed the other for the disgrace which each felt the child was, 
yet in martyr-like fashion they had accepted it as their agonizing 
duty to care for him. The social worker realized at the time that 
this child, instead of being a bond holding the parents together, 
was making for serious maladjustment between them. It was obvi- 
ous that the parents’ attitude of tolerant despair which thinly 
veiled their complete rejection of the child was deleterious. Unless 
the whole situation could be altered, this child should be placed 
elsewhere. The social worker immediately secured expert medical 
advice regarding the patient. She found that the child was a high 
grade defective and that his conspicuous physical abnormalities 
were amenable to treatment. The parents were eager to cooper- 
ate in this treatment—perhaps unconsciously hoping that the child 
might not survive. The next task was to have the parents accept 
the child with possibilities for training both academic and other- 
wise—without having them become too optimistie regarding him. 
This was apparently accomplished. The parents seemed to take 
renewed interest both in each other and in the child. The child 
was kept at home and so far has adjusted well. The father looks 
with pride to the day when he can take him to a baseball game. The 
mother interprets his childish digging as a gardening interest 
which delights her soul. 

Quite a different situation was found by the social worker in the 
Alson family where there were two normal children before the 
birth of a mongolian idiot. The mother’s horror of this child was 
intense and it increased when she became pregnant again. This 
home was in danger of being wrecked by the presence of this feeble- 


minded child. The mother’s feeling of guilt over her obvious rejec- 
tion of this child was expiated to some extent by her over-indulg- 
ence of the normal children with apparent undesirable results to 
them. Here an entire family seemed to be jeopardized by the pres- 
ence of a child who would profit by institutional care. 

Every possible care and attention should be given to the defee- 
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tive child, but if he jeopardizes the mental health of others either 
in his home or in his general environment, the social worker should 
make other plans for him. If siblings of the defective child are 
upset by him, if they feel that due to him they are looked down 
upon by their playmates or if they feel that the attention they are 
forced to give him makes them martyrs or if they tease him cruelly 
as a means of gaining parental attention, one questions leaving the 
defective child in that home. In other words, if his family cannot 
accept him as he is, a child with limited potentialities and if, in the 
school or in the neighborhood, he does not find understanding, it 
would seem that other placement was indicated unless these condi- 
tions respond to the social worker’s efforts. 

One defective child in a home with normal individuals creates 
quite a different type of problem from those confronting the social 
worker where the entire family is retarded or defective. To weigh 
the values of such family life against institutional care and training 
for some of the children is a real task. The question of breaking 
up families is always a serious one. It needs even more careful 
consideration when family ties and a certain amount of love and 
affection, though often misguided, have to be weighed against an 
ill-kept home, general shiftlessness, inadequate physical care and 
unintelligent supervision. 

In such situations the social worker must try to ascertain which 
of the children are flourishing and which are reacting undesirably. 
Can a schedule of work and activities be planned with various mem- 
hers of the family so that habit training along with educational and 
recreational activities is put into effect? The question of whether 
the parents are equal to looking after one or two of the children if 
the rest were placed elsewhere or institutionalized is to be consid- 
red. If so, just how should the children be selected for placement ? 
In other situations the entire family is so inadequate that breaking 
it up completely would be benign as far as the family itself is con- 
cerned and a ‘‘consummation devoutly to be wished’”’ from the 
standpoint of the community. 

In evaluating the home care of the mentally defective child, the 
social worker tries to have an adequate understanding of the per- 
sonalities involved, what the family relationships are, and what 








666 SOCIAL WORK WITH THE MENTAL DEFECTIVE 


steps in social treatment are necessary for the satisfactory adjust- 
ment of the whole situation. 

In handling the home situation the social worker can often acecom- 
plish much by relatively simple measures. For instance, when the 
defective child fails to respond to situations as the other children 
in a family have, the parents usually have little idea as to what can 
be done in the way of activities that will interest and develop the 
child. Properly selected toys for such children and simple pre- 
kindergarten materials are often unknown quantities. Helping the 
family to secure equipment which will hold the child’s interest and 
be an aid in his development is desirable. The carrying out of a 
suitable regime of activities often gives the parents satisfaction as 
they like to feel that they are actually doing something constructive 
for the child. In working with intelligent parents of defective chil- 
dren, the social worker in a passive role may enable these parents 
to work through some of their own problems and thus better accept 
the child as he is. On the other hand the defective parents may 
need the leadership type of social treatment which will include 
guidance and supervision. Such work is time consuming for the 
social worker but one too often neglected judging from the number 
of children who are ill-advisedly sent to a State school when the 
accompanying record indicates that a good piece of social case 
work in the community would have made for satisfactory adjust- 
ment. 

If the defective child is to adjust in the community, the social 
worker must give some thought to the mobilization of existing 
community resources and the organization of others to meet his 
needs. Scout troops so organized that the defective child will not 
feel inferior and will be able to participate in the program have 
been found effective. Clubs of various types, particularly those 
emphasizing the manual arts for these boys and girls have also 
been found advantageous. 

The problem of adjusting the defective child in the community 
requires consideration and ingenuity. This is particularly true of 
the defective child who comes to the attention of the social worker 
for social agencies are not usually consulted until he is a decided 
problem. When his family is worn out with his care or his siblings 
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have rejected him completely causing a difficult situation in the 
home, when the school authorities feel that they cannot handle him, 
then the defective is referred to a mental hygiene clinic or other so- 
cial agency. The developing of a desirable personality and socially 
acceptable habits is not an easy thing when undesirable ones have 
already been formed, yet this is the problem presented by practi- 
cally all except the low grade feebleminded who come to the atten- 
tion of social agencies. When community agencies, after a careful 
evaluation of the situation, find that the defective’s problem is too 
acute for them to handle or that he is in need of the type of care 
and training that an institution offers, he is duly commited. The 
social worker in the institution then begins to function. 

The social worker at the State school realizes if she is 
to contribute toward an adequate adjustment for the defee- 
tive, she too must know his needs emotionally, she must 
understand in so far as possible what her relationship is to 
the defective and his family so that she may aid them 
more wisely in working through their problems. In her history 
taking she gives consideration to such questions as these: Why 
has it been necessary for this high grade defective to have institu- 
tional training when his home seems entirely adequate and the 
school boasts of excellent special classes? What experience has he 
had which might explain his faulty personality development? What 
are his interests and what are his accomplishments? What efforts 
have been made to develop these and with what success? What are 
the child’s feelings toward his family and theirs toward him? These 
points are usually too sketchily covered by the social worker in her 
history. With a good understanding of what the child’s past expe- 
riences have been and some knowledge of what has been tried un- 
successfully, members of the institutions staff are in a much better 
position to understand and treat the child. The well-taken history 
will cover these points when indicated as well as the statistical 
material needed. 


As to the child’s adjustment in the institution, someone has said 
that ‘‘what the insane man needs the most is a friend.’’ This 
would seem equally true of the mental defective. If there is a 
social worker to whom he can pour out his sorrows, these soon seem 
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to pass and he may be happy again. A little special interest and 
encouragement may help him to take his part in the games, dances, 
ete., offered in the institution to further his social adjustment. The 
social worker must realize that all the fine points in the techniques 
of social work are as important in working with the defective as 
with the average individual. 

After the defective is duly classified, much is lost if the trial and 
error method of placement is used around the institution. With 
an understanding of the individual personality and his past experi- 
ences, especially those which have emotional values, he can prob- 
ably be placed in situations where he will find a certain degree of 
success and satisfaction and will react accordingly. 

[It is often found that parents have feelings of guilt about having 
sent a child to a State school. This may prompt them to request 
his release when it is quite undesirable for him to return home. 
Other parents who have no understanding of the child’s make-up, 
finding that he is not at a plumbing school or an agricultural col- 
lege, are disappointed and want to bring him home immediately. 
Then a careful consideration of the values involved must be con- 
sidered and rather intensive social work must be done with practi- 
cally every home if the child is to return to it and adjust success- 
fully. Constant interpretation of the institution’s program for the 
child’s care and training must also be given to interested parents. 
There much contact with parents on the part of the social worker 
is necessary. 

Another function of the social worker in the institution is the 
part that she plays in developing colonies for the placement of the 
children outside the institution. Here again the personality fac- 
tors are paramount ones to consider. The personalities of the man 
and his wife who are responsible for the management of the colony 
have to be weighed carefully in relation to each individual placed 
in that colony. The girls or boys placed in a colony also have to be 
thought of in terms of relationship to each other. For instance; 


Jane was selected as one of the cooks in a large colony. She was 
very proud of her ability along this line and also of her ability to 
manage the girls less alert than herself. She was expected to han- 
dle the cooking each third day, thus alternating with two other 
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girls. Jane almost worked herself to death and fought incessantly 
with the other girls to whom this duty was assigned because she 
was unwilling to share the coveted responsibilities with them as 
she disliked them and did not want them to be in favor. This 
seemed to be Jane’s idea of the proper way to put herself across 
with the colony matron whom she adored. Here the personality of 
Jane was a most important factor in the smooth running of the 
colony. 

Most colonies are thought of as providing preparatory experi- 
ence for parole. As these defectives begin to adjust to colony life 
and work in the community, the social workers consider carefully 
which ones are ready for parole and endeavor to find suitable foster 
and employment homes for them. Here again there are many 
things to consider. Great care must be taken lest the defective be 
exploited. Foster parents or employers must be given a thorough 
understanding of what they can expect from a boy or girl who is to 
be placed with them and what their responsibilities are in respect 
to the care and supervision of the defective. In general, the calm 
placid type of individual works far more successfully with defee- 
tive children than an individual who has a quick reaction time and 
reveals impatience if others are not equally quick. The personali- 
ties of employers and employee must be carefully considered before 
placement is tried out in a home and after the placement is once 
made, careful interpretation of the personalities involved at fre- 
quent intervals is usually found necessary if satisfactory results 
are to be obtained. Some parents are particularly eager to have 
a child return home when they find he is able to make some money. 
They would not be above exploiting him themselves if they were 
not adequately supervised. Anticipating such viecisitudes and 
protecting the defective from these is a real responsibility for the 
social worker. 

After suitable placement is found and the defective is on parole, 
the social worker has a tremendous responsibility for him. She 
must see that he has enough work to keep him interested and busy 
but he must not work so continuously or have such heavy work that 
his health is jeopardized. He must have adequate supervision 


which is usually furnished by the employer. Boys seem to require 
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less supervision than girls, as the defective girl is apt to be the 
victim of all kinds of undesirable social experiences. 

The recreation problem is another important consideration. In 
the institution and colony the children have physical education, 
games, contests, parties and dances at various times as well as 
moving pictures. Naturally they will still need a certain amount 
of festivity while on parole. It is not easy to arrange this as the 
employer probably needs some respite from the defective’s pres- 
ence and yet for a time at least after leaving the institution it is 
not wise to trust the girl to take her recreation alone or with some 
other child from the institution who may also be out on parole. If 
return to the institution for a certain amount of recreation can be 
arranged, this has been found desirable, but if the children are not 
in the homes nearby, other plans must be made. In many eases it 
requires effort and ingenuity to carry through such plans. In this 
connection, other social agencies can be counted on. Churches 
have been especially helpful in providing recreation for children in 
this group. The institution social worker should keep in close 
touch with community agencies for their help can be counted on not 
only in meeting recreational need, but in making plans for the 
child’s permanent community adjustment. 

The parole period for the mental defective is usually of indefin- 
ite length. It varies according to the institutional policies and 
according to the adjustment the individual has made while on 
parole. During this time the social worker from the institution has 
been the defective’s mainstay. It is she who has arranged for his 
care if he was ill or found another place for him when conditions 
were such that this was necessary. It is she who has explained 
things to him, thus making his adjustment easier. For this reason 
at the time of discharge the defective usually has a feeling of secur- 
ity in the social worker and the institutional staff so that he will 
consult them from time to time as he feels the need. 

However, inasmuch as the institution social worker will not be 
making routine visits, she may if it seems indicated, interest a 
community social worker in carrying on with the defective in an 
informal supervisory capacity. This may provide him with a cer- 
tain needed security which is necessary for his permanent adjust- 
ment. 
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In summing up, the mental defective is a problem of all those 
concerned with social welfare. To work out the adjustment of the 
problem defective requires all the new approaches and subtle tech- 
niques used in present-day psychiatric social work as well as the 
wise use and development of community resources in stabilizing his 


adjustment. 











NEW DEVELOPMENTS IN THE CARE AND TRAINING OF 
MENTAL DEFECTIVES* 


BY CHARLES L. VAUX, M. D., 
SUPERINTENDENT, NEWARK STATE SCHOOL 

I realize that this title is rather broad and the paper is open to 
objection, in that many generalizations are made from a limited 
experience with only one school—that at Newark. On the other 
hand a recital of the facts of changes made would have little point 
without some explanation or discussion of the reasons which 
brought them about, and these have a general application. 

The Newark State School will probably always be associated 
with the name of the late Dr. E. A. Nevin, who condueted it sue- 
cessfully for 20 years up to the time of his death. Dr. Nevin was 
a man loved by all who knew hin, and the reflection of his kindly 
nature is seen in many of the customs that still continue; to in- 
stance one, that is as simple as it is sweet, we note that on each 
girl’s birthday her breakfast is served to her in bed and, no matter 
how menial her work the day before, on that day she becomes a lady 
of leisure. I can think of no nicer commentary on any man than 
this. 

ADMINISTRATION 


At the time Dr. Steckel succeeded as superintendent, the depart- 
ment was in favor of a more open policy in regard to paroling pa- 
tients. The system of paroles and colonies he inaugurated released 
a number of patients and relieved the overcrowding, so that Dr. 
Steckel was able to suspend the county quota system and admit 
patients just as fast as applications were received. Prompt recep- 
tion of patients is the only way to give adequate service to the com- 
munity. It provides care for the patient at the time she is in trou- 
ble, prevents further accidents and avoids having patients detained 
in improper places pending admission. We have succeeded in main- 
taining this policy so that an open door has been kept for the past 
five years, and as a result have been kept face to face with the 
problem of moving onward enough of our patients to make room 
for those coming in. It is mainly to the steps taken to solve this 


*Read at Quarterly Conference at Marcy State Hospital, September 12, 1933. 
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problem that this paper is devoted. Naturally, the increasing num- 
ber of admissions and inereasing number of discharges have 
speeded up all procedures and necessitated marked changes in the 
administration. For girls who are to resume their place in the 
community, a rigidly enforced discipline, that represses all their 
actions and stifles all initiative, is not a good thing. Their care, 
training and education must be changed so as to fit them as much 
as possible for resuming life in the community. With this end in 
view, all new admissions are presented at staff meeting as soon as 
the complete history of the case is obtained. Here, the physicians, 
teachers and occupational therapists outline a program for the 
child’s training, considering each case as an individual. 


K;DUCATION 

The New York Regents Bulletin, No. 986, ends with this para- 
graph: ‘*There is in the special class field an opportunity to 
achieve superior teaching which is easier of attainment than in 
almost any other part of the school system. This statement is 
justified by the fact, that only in this field is there a freedom from 
prescribed requirements, examinations, promotions, traditions and 
prejudices. There is an opportunity here to place the emphasis of 
education where it belongs—upon the development of a socially 
efficient individual.’’ 

We have aimed to followed the special class methods of public 
schools, but, whereas the public school teacher has a small group 
which she teaches both academic work and crafts, we have larger 
groups and more teachers so that our work is divided and our 
scholastic subjects are given by teachers whose time is devoted 
solely to these subjects. We aim to take each child as far as its 
capacity will allow in scholastic work. It has been found that many 
girls admitted, as young adults, never had an opportunity to attend 
school, but study hard and learn rapidly when given the chance, so 
no fixed limit has been placed on the age or intelligence quotient 


necessary to enter class, and no age has been placed at which edu- 
eation must be discontinued. All pupils have had the Stanford 
achievement tests, so that their grade in each subject is used in 
placing them in class. We make every effort toward their rapid 
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advancement. The principal recently took a summer course at 
Harvard and had practice teaching at the Walter Fernald School 
at Waverly, Mass. She brought back many new methods which 
have already been put into practice. 


Domestic ARTS 


It should not be taken for granted that work in a large institu- 
tion laundry will fit a girl for washing out a few stockings or iron- 
ing shirts ina home. Likewise, work in a kitchen feeding 400 does 
not necessarily prepare her to cook or set a table for a family of 
dor 4. To bridge this big gap, a domestic arts class was inaugur- 
ated two years ago by a graduate of Cornell, and has been in sue- 
cessful operation since. This class follows the junior high school 
outline. Girls who are about to go out on parole take this six 
months’ course in preparation for the work outside. The course sets 
a very high standard. One of the graduates of this class had been 
employed by a gruff old physician on the outside, who returned her 
to the institution because he wanted a girl to boil his coffee, rather 
than to teach him food values. We appreciated the compliment, 
but, at the same time, gave serious attention to his criticism. Is 
this not the sort of criticism every college in the country receives? 
Kach year our domestic arts teacher visits the various colony 
houses, in order to acquaint herself with just such complaints, and 
we are continually modifying the course to make it more practical. 
This year, we have started a new class in domestie arts which takes 
the younger children, in order to acquaint them early in life with 
simple housekeeping methods, with special attention to the care of 
their own person. It is not fair to an employer to send her a girl 
who has not been trained to pick up after herself and to look after 
her own personal tidiness. 


OcCcUPATIONAL THERAPY 


All children attending school have a full school day divided be- 
tween academic work and crafts. As there was no suitable set up 


for teaching crafts, we introduced occupational therapy into the 
school last year. As occupational therapy is not universally rec- 
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ognized in the schools, perhaps it would be well to dwell for a mo- 
ment on this subject. 

You are aware that the definition of occupational therapy in- 
eludes the word cure. This might seem to exclude work with men- 
tal defectives, as from the nature of mental deficiency, we are 
bound to regard it as something which cannot be cured. However, 
in the hospitals, we know that measures for cure do not necessarily 
imply securing recovery. Even where a manic-depressive case is 
cured, we admit that the cyclic or syntonie disposition is still pres- 
ent, and that the cured cases of dementia precox still have a schizo- 
phrenic make-up. What we really are striving for is behavior 
socially acceptable, and this is exactly what we want for mental 
defectives. Obviously, we cannot increase the brain capacity of a 
mental defective, but we can develop his latent capacity. It has 
become a common thing for mental defectives to be received from 
a community where they are a liability and a menace, and by in- 
tensive training to reach a state where they could be returned to 
the community with behavior socially acceptable. 

We feel there can be no disadvantage in placing craft work 
under trained occupational therapists, who have a teacher’s view- 
point, who can be patient with those slow to learn, whose person- 
ality is both sympathetic and stimulating, and who concentrate on 
the ultimate benefit to the patient. 

Occupational therapy has been introduced in Newark on a par 
with academic work, not as a side issue, and so as to become an 
integral part of our teaching organization. The chief occupational 
therapist has been encouraged to develop away from the routine 
methods which necessarily marked the advent of occupational ther- 
apy, and I may say that our Miss Pollock needed little stimulation 
in this direction. She has developed a number of surprising pro- 
jects that are intensely interesting to her pupils. The projects 
are seasonal, and this summer witnessed the development of the 
boys’ flower and vegetable garden, together with a wild flower gar- 
den. Here, an old stone and rubbish pile was converted into a rock 
garden and pool, and a rough stone shelter house and a store fire- 
place were added to the layout. On the fire place, corn roasts, ete., 
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have enabled the boys to enjoy the result of their labors. Any 
amateur fisherman who has cooked his own catch, will appreciate 
how much more this means to the boys than having vegetables go 
through the kitchen and finally appear on their own table. Right 
here may be seen the difference between an occupational therapy 
project and an institutional industry. No institution farm would 
consider the rock garden and pool necessary. They are in a sense 
frivolous. The boys going to an institution farm always know what 
they will meet—back breaking weeds to pull, but in this garden 
they never know what is before them and rush eagerly to the pool 
to count the gold fish and frogs, and see the scores of minnows that 
they themselves placed there. We feel that these boys are starting 
their farm work in a way that will develop their interest and devo- 
tion to growing things. 


Hasit TRAINING 


Our habit training class established last year seems particularly 
successful. We have taken the State hospital class for a model. 
In the hospitals the cases treated are those who have regressed to 
a childish level, where the attention of a nurse to their wants, to 
their wetting and soiling, takes the place of their mothers’ care. 
For the struggle of making their way in the world, they have sub- 
stituted the security and comfort of childhood. Instead of this 
psychic childhood we are dealing in the mental defective with an 
actual childhood, and a prolonged one, and we aim to teach him the 
ordinary things a normal child is taught by his parents, but which 
the mental defective child, coming from poor environment, with 
inadequate parents, has never received. This class is limited to 20, 
and is operated on a 24-hour schedule, the patients being segre- 
gated in a large living room, divided so that there is a room for 
class work, a room for free play and a dormitory. Stagnation is 
prevented by changing the entire class every six months regardless 
of improvement. It is of interest that at Waverly they emphasize 
the teaching of idiots by continued repetition until a habit of doing 
the thing is formed. 
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PHYSICAL TRAINING 

Prescribed and regulated physical activities serve much the same 
purpose in the schools as in the hospitals. Exercises and games 
form a regular part of the daily activities, but in the case of the 
children are of special importance in that they are given at the 
time of bodily development and help in obtaining proper growth, 
and can be of inestimable value in promoting better motor-coordin- 
ation and ease of movement. A clumsy walk and awkward move- 
ments are very common in the mentally deficient. To encourage 
better balance and grace, we have lately introduced roller skating 
and dancing lessons. We have placed all physical training activi- 
ties under the direction of the occupational therapy department be- 
‘ause it is thought they can be better handled that way. Where 
these have been given by a school teacher they were limited to chil- 
dren attending school, and large groups of lower grade patients 
were left untouched. These patients are dull and inactive much 
like the deteriorated patients in the State hospitals. Sufficient 
credit has not, in my opinion, been given to work of this kind. Re- 
ports are made of physical improvement, but there is too much con- 
servatism in ascribing mental improvement. At the Central Islip 
State Hospital hundreds of deteriorated patients had regular daily 
periods of physical exercise. As a result patients who had been 
bench warmers for years, got up and wanted to go places and do 
things. This must be regarded as mental improvement, and some 
such change might well be expected with the mental defective. 


Recorps 

With the introduction of occupational therapy, occupational ther- 
apv records were brought into use for all crafts and physical activi- 
ties. The academic teachers, having no satisfactory forms, seized 
on these as most suitable so that, as a result, we have a uniform 
record for all classes, whether scholastic or occupational therapy, 
and all pupils are assigned on a physician’s prescription which, in 
itself, is a very important thing. The progress record when fin- 
ished is filed in the history and becomes a part of the patient’s 
medical reeord. The physician can glean many pertinent facts 


about his ease by consulting these sheets made up by teachers with 
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a knowledge of child psychology and trained in observing and 
recording. 
COLONIES AND PAROLES 

It is through the development of our training methods that we 
must look to increase the number we can place out in colonies or 
on parole. While we favor domestic employment almost entirely, 
as result of our experience, we find domestic employment covers a 
wide scope ranging from the seullery maid to the girl who attends 
the office of a prosperous physician, so the better education we give 
the girl the better placement we can make for her. Each colony 
house is in a different village, and serves as a radius of supply so 
that each new colony makes a focal point for contact for good 
homes for our girls. The colony house is used as a half-way house 
where there is a gradual relaxation of the discipline of the institu- 
tion as the girl adjusts herself to life in the community. It also 
serves as a social center for newly-placed girls. <A girl in a colony 
who satisfies her employer can be paroled without returning to the 
school, as both colony and paroles are under the direction of one 
head—the clinical director and the social service department. 

At present we have 6 colony houses, 5 for domestic employment, 
housing 99 patients; and the colony house at Watkins Glen, which 
houses about 50. There are 222 girls paroled for employment. As 
the admission rate keeps up, we have sought other avenues for re- 
lieving the overcrowding. 


FAMILY CARE 
Dr. Sanger Brown, II, presented a paper in May, 1932, concern- 
ing the extra institutional care of patients. In August of the same 
year, we instituted a movement to place selected children in a 
boarding home in the village, where they could attend the village 
school. We now have two boarding homes, with 6 children—4 girls 


and 2 boys. The idea was that by placing these children in a good 
environment, where they would grow up under conditions of nor- 
mal family life, they would avoid institutionalization and would not 
be compelled to make the adjustment necessary, later, in changing 
from the institution to the community. The ages and I. Q.’s of 
these patients show a wide range; the chronological ages ranging 
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from 6 to 15 years; and the I. Q.’s from 47 to 86. We feel that this 
experiment has been a success, that it gives these children a tre- 
mendous advantage in life, and we expect to place additional chil- 
dren in homes in other towns as opportunity permits. 

At the December Quarterly Conference last year, Dr. Horatio M. 
Pollock read a paper in which he described family care at 
Gheel. Early the next month we selected a village in which we felt 
Gheel could be copied in a small way and boarded out 4 patients. 
At the present time, we have 5 homes and 11 patients in the village 
of Walworth. We have many applications and expect to make 
more placements of this kind. Our patients so placed soon adapt 
themselves to their new routine of life and busy themselves with 
small tasks about the house and garden. In addition, the chief oe- 
cupational therapist supplies them with suitable faney work, in 
order to occupy their spare hours, and they appear more happy 
and contented and, most of all, more human in their new environ- 
ment. A social worker supervises their care and visits them fre- 
quently. 

As we place increasing numbers the character of the patient will 
not be so good. A house to serve as a community center, some- 
thing centrally located like a Grange Hall, would be a great ad- 
vantage. A resident nurse could keep a girl here for several days 
until she got over a temper tantrum, or a sulky spell, she could see 
that the hair, skin and feet of all patients got proper attention; 
advise the patient or her landlady concerning any problem as to the 
patient’s care, and in the ease of emergency or severe illness, make 
suitable provision for the patient until the physician arrives. With 
some books, some games and easy chairs this could be made to 
serve as a social and recreational center, greatly enhancing the 
value and scope of the whole project, and creating a closer sem- 
blance to our model at Gheel. 

Through the hearty cooperation of Dr. Garvin, we have placed 
two patients from the Binghamton State Hospital, in addition to 
our own. These patients seem very happy, and unless there is 
some serious change in their condition there seems no reason why 
they should have to be returned. 
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We are glad to report that results of our experiment seem to 
warrant an increase in the numbers placed in this way. For our 
own convenience, we designate placements of the first group as 
‘*Family Care, School;’’ of the second group as ‘‘Family Care, 
Community,’’ and we have a third group, which we distinguish as 
‘*Family Care, Individual.’’ These are like the latter, except we 
do not pay board for them, and we do not restrict the placements 
to this community, but place them anywhere, where we find a good 
home and a good family. These do not differ essentially from 
paroles, except that we have never previously paroled any cases 
that way. All patients paroled to others, except relatives, had to 
be able to earn the standard wage set for our parole cases. Under 
the new procedure the cases get their room and board for the small 
amount of work they are able to do. These placements do not 
promise to be many in number. 

Those of the first group, children attending village school, will 
probably never run into large numbers, as we demand almost per- 
fect behavior of them so as not to arouse antagonism among the 
parents of the normal children with whom they must associate. 

The group of community cases seems capable of almost indefinite 
extension, and we look to it to take care of many of our population 
who no longer require medical care or training, leaving our insti- 
tution to function as it should for cases requiring active treatment 
and training. 

Some such methods of community housing have been recom- 
mended by a number of leading authorities, in view of advancing 
construction costs, to house our patient population. Those of us 
who have helped in establishing this community feel that such 
placements are almost equally applicable to the insane. Cases of 
long duration, whose active psychotic symptoms have long since 


subsided, often deteriorate to a point where they resemble the men- 
tal defective in behavior, and seem to require no more eare than 
the latter. We would welcome the opportunity of cooperating with 
anyone to prove that this view in correct. 

To save time, I have omitted giving credit to many to whom 
eredit is due. It must be obvious that most of this work could not 





CHARLES L. VAUX, M. D. 681 


have been started had not the Commissioner of the Department 
stood squarely behind us, yet that is hardly an adequate expres- 
sion. Your cannot fairly describe a person as behind you, when 
you find that on every progressive proposition you advance he is 
already one or two steps ahead of you. 

NoTE:—Since this paper was prepared, one more girl has been placed in—Family 


Care, School; and 15 more women have been placed in—Family Care, Community, bring- 
ing the total up to 38. 








NURSING HOMES FOR MENTAL PATIENTS* 


BY PHILIP SMITH, M. D. 
MEDICAL INSPECTOR, NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 

The subject which I am ealling to your attention is one which 
brings up the consideration of private care and treatment for men- 
tal patients from a different aspect than that which is in existence 
at the present time. The number of patients under private care is 
small as compared with those in the institutions supported by pub- 
lic funds. This is mainly due to the fact that either the patient 
himself or his relatives are unable to meet the expense which is 
entailed by private care. Still, in many instances, strong efforts 
are made by the relatives to obtain private care, although it works 
considerable hardship on their resources. 

In a survey which was made by the National Committee for Men- 
tal Hygiene, there were recorded about 180 private institutions for 
mental patients in the United States. About 100 are under a 
license which is granted by the state in which the institution is sit- 
uated, but almost the same number are functioning without a 
license. In some of the smaller states, practically all of the insti- 
tutions are unlicensed, and even in those states which require a 
license, some of the institutions which are recorded are taking men- 
tal patients and operating without a license. 

In the State of New York at the present time, 31 institutions for 
psychotic, and 10 institutions for mental defective patients have 
been licensed by the Department of Mental Hygiene. Definite reg- 
‘lations have been formulated in regard to them and the law is spe- 
cific in its statements. Each institution for psychotie patients 
must be in charge of a qualified lheensed physician who has had 
at least two years’ experience in a psychiatric hospital. There 
also shall be in charge of the nursing service a nurse who is a grad- 
uate of a training school in a psyehiatrie hospital or, if not of that 
kind of a hospital, shall have had an adequate experience in the 
nursing care of psychiatric patients. 

In private institutions for mental defectives, the individual in 
charge must present evidence of experience in the care of mental 
defectives which is satisfactory to the department. 


*Read at Quarterly Conference at Marcy State Hospital, September 12, 1933. 
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The location for the institution, its construction and internal 
arrangement, equipment, capacity, fire protection, water supply, 
sewage disposal, are other factors which are taken into considera- 
tion. If, after inspection by a representative from the department, 
and usually also by one from the office of the State Architect, every- 
thing is satisfactory and all unfavorable features have either been 
removed or corrected, license is issued for a year with the priv- 
ilege of renewal at the end of that time. 

Visits of inspection are made at regular intervals, and reports 
are made in regard to general or special matters, as well as grant- 
ing interviews to all new admissions. 

Although the law is specific in stating that no mental patient 
shall receive care in an institution except one which is licensed, in- 
stances occur, from time to time, where complaints are made that 
psychotic patients are receiving care in other places. The number 
of places of this nature to which attention has been directed is not 
very large, but there is a tendency for more of them to arise in the 
future. At the present time, 16 of this class of institution have been 
placed on record by the medical inspector and regular visits are 
made in order to ascertain if any patients have been admitted who 
are psychotic and should be committed under the mental hygiene 
law. In several instances, regularly qualified physicians have sent 
their patients to these institutions. In addition to regular visits 
which are made to these established unlicensed institutions, visits 
are made to others in regard to which complaints have been made 
that they are harboring psychotic patients. On making these visits 
there often is considerable protest from the owners, and the state- 
ment is made that there are many others which are conducted 
quietly and never attract attention. 

The place usually is owned and conducted by women who eall 
themselves ‘‘ practical nurses ;’’ only in a few eases have regularly- 
trained nurses been found. 

The patients usually are of the senile type, with variable degrees 
of mental and physical enfeeblement. In some of them it is of mild 
degree, but in others it is profound dementia with scattered delu- 
sions and transitory hallucinations. Occasionally there are patients 
with frank psychotic symptoms and others again show only physi- 
eal debility or paralyses. 
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The usual procedure which has been followed is to order the 
removal of psychotic patients either to a State or a regularly li- 
censed institution. When the mental condition of the patient does 
not warrant commitment, although there may be some mental 
symptoms, no interference or action has been taken. 

The attention which is given to patients in these unlicensed 
places is mainly of a custodial nature; they are kept clean; have 
regular hours of sleep; are fed at regular intervals and kept out 
of the way of any harm or difficulty. Nothing of a therapeutic or 
constructive nature is done, as in most cases only a vegetative 
existence is led. 

Compliance with the recommendation and order to remove psy- 
chotie patients is not always followed and in several instances legal 
procedures have been started or followed out. In one ease in 
greater New York court proceedings were brought against an unli- 
censed physician who had two places in which he was harboring pa- 
tients. Four of these patients were definitely psychotic, either 
having been in a State hospital or being still on parole. The case 
was dismissed after a brief hearing. In the second instance, the 
owner of the place was a nurse who was not registered. Here, 
again, the charge was not sustained, although two patients who 
were found were definitely psychotic. Both defendants had clever 
counsel who raised the objection that the defendants did not know 
at the time that the patients were psychotic. The court sustained 
the objection and rendered a verdict of acquittal. In another case, 
although a patient in an unlicensed institution was considered in- 
sane by the medical inspector, two outside practitioners took an op- 
posite view, and in view of the possibilities of a similar result 
occurring if legal action were taken, the opinion of the two physi- 
clans was accepted. 

“ailure to obtain a conviction acts as a drawback and a source of 
embarrassment to the medical inspector, when such instances may 
be cited in support of places harboring psychotic patients in other 
localities. 


In several instances, the colonies in connection with the State 
schools have been mentioned. The establishment of the boarding 
out homes such as have been started at Walworth and have been 
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functioning for some time in the State of Massachusetts, will no 
doubt be cited in the future in justification of the maintenance of 
these unlicensed places. The assertion has been made that the dif- 
ference between a colony and an unlicensed place is that the former 
is in charge of attendants who are under the supervision and direc- 
tion of the institution, while an unlicensed place is functioning 
under independent management. 

The establishment of colonies has been carried out in Europe 
over a considerable period of years. The colony of Gheel under 
Dr. Sano is so well known that only a brief mention need to be 
made. About 3,000 patients have been placed in a distriet which 
is about 17 hectares in extent; usually only one, and no more than 
two, patients are placed in a family at rates of compensation vary- 
ing from the equivalent of six to eight dollars a month in the lower 
walks of society to about one hundred dollars a month in the higher 
grades of families and establishments. The patients fall into the 
arteriosclerotic, senile and other quiet deteriorated types. 

At Oetweil near Ziirich there is a colony of several hundred pa- 
tients of this same type; many of the patients are sent from the 
Burghélzli hospital and are supported at a moderate cost from pub- 
lie and charitable funds. This same hospital also has about 300 
patients who are in placement in families in outlying districts at a 
moderate rate of compensation. A further example of this board- 
ing-out system of patients was met in connection with the hospital 
at Buch, near Berlin. Here again there is a regular out-patient 
service under the direction of a physician from the hospital. He 
has about 300 patients under his supervision who have been placed 
in families in the surrounding country for an average of 60 marks, 
or about the equivalent of $15 a month. 

In England, an institution ealled the ‘‘ Nursing Home’’ has been 
in existence for years, the first one, called the Metropolitan Home, 
having been established in 1840. The Convalescent Home Associa- 
tion came into existence in October, 1905, and some regulations 
were followed out in the establishment of homes for the care of 
patients reeovering from acute physical conditions. These homes 


were established rather easily and practically the only requirement 
was a permit from the landlord who owned the property. There 
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was no control over the owner or the establishment, and there fol- 
lowed the usual result, namely complaints of abuse and ill treat- 
ment, These finally came to the attention of the Minister of Health 
and the British Medical Association, and resulted in the passage 
of the Mental Treatment Act in July, 1930. The law became oper- 
ative on January 1, 1931, and was acclaimed as one of the great 
constructive measures in regard to the care of mental patients. 
Many of the provisions of the act are similar to those of our Mental 
Hygiene Law, but one of the striking features was that patients 
could be admitted on a voluntary status to both public and private 
institutions and nursing homes without the usual process of certi- 
fication. 

A board of control, consisting of five senior commissioners, had 
supervision and control over these institutions and was empowered 
to enact rules and regulations and to make regular visits of inspec- 
tion. One of these commissioners is the chairman, one is a woman, 
a third is a legal commissioner who has had a definite period dur- 
ing which he has been a registered barrister; two are medical com- 
missioners who, for a period of at least five years, have been 
registered practitioners. 

The members of this board are on duty at headquarters and make 
only special visits of inspection to the institutions, the bulk of visi- 
tations being performed by subordinate commissioners. The total 
number of these shall be such as is fixed by the Minister of Health 
with the consent of the treasury. Eleven of these subordinate com- 
missioners were appointed in 1931 by the board of senior commis- 
sioners with the approval of the Minister of Health. 

After the passage of the Mental Treatment Act, the board of 
control exercised statutory power for the approval of any hospital, 
nursing home or place desiring to take voluntary patients, tempor- 
ary patients or patients receiving single care. Every existing nurs- 
ing home was subjected to a minute and rigorous inspection and 
each head of such a home was served with a list of requirements 
which had to be made for its continuance. Some of the existing 
homes could not meet these requirements in regard to structural 
alterations, equipment and segregation of patients, and had to be 
discontinued by their owners. 








PHILIP SMITH, M. D. 687 


In making application for a license for such a home, instructions 
published in pamphlet form were called to the attention of the 
applicant. It also was advised to ascertain if there were any un- 
favorable features or if the establishment of such a home was detri- 
mental to the neighborhood. As far as possible, it was the aim to 
have such homes located in a particular section. 

Three main essentials were required: 

1. Adequate means of escape in case of fire. 

2. Adequate equipment and satisfactory interior arrangement 
in regard to space, segregation, ete. 

3. That there should be a qualified resident nurse in charge un- 
less there was a qualified resident medical practitioner. 

Approval of the license was given for a year, with the privilege 
of renewal at the end of that time. 

The capacity of these nursing homes ranged from about 10 in the 
smaller to 420 in the largest; the former are usually in outlying dis- 
tricts and the larger homes are in the cities. These latter show a 
good internal arrangement with adequate nursing and surgical 
equipment and affiliation with medical practitioners. Also, boards 
of visitors who see patients who are admitted. In the smaller 
homes where there is no board, the visitation of patients is made 
by two visitors who are connected with some of the larger homes 
in that vicinity. 

Ordinary private houses are used for the smaller homes but are 
not considered ideal, and the trend in the future is toward the erec- 
tion of specially constructed and equipped buildings. 

The class of patients admitted to these homes were those suffer- 
ing from mild mental disorders, seniles, chronie invalids, aleohol- 
ies, and in some of them maternity cases were taken although the 
home was classed as a mental one. Others, in their printed an- 
nouncements, stated that mild mental, nervous and epileptic 
patients were received. One home, called Barnsley Hall, received 
private patients from one of the mental hospitals. There were 
other homes which limited their admissions to drug and inebriety 
or neurasthenic, senile, chronic and rest-cure patients. 

The number of trained and untrained personnel in the home de- 
pends on the type of patient admitted. In an ordinary home one 











688 NURSING HOMES FOR MENTAL PATIENTS 


night attendant or nurse for each six patients was the usual num- 
ber. The administration of the institution is subject to the local 
regulations which are made either by the nurse or physician in 
charge. 

The compensation paid for the care of patients in these homes is 
variable; in the outlying, provincial districts patients are received 
for from 11% to 3 guineas, or approximately $7 to $15 a week. In 
other homes the charge is from the equivalent of $25 to $160 a 
week. The drug and inebriety cases can obtain treatment for about 
$30 a week. 

All eases admitted to mental hospitals, licensed institutions and 
homes are reported to the board of control. The report of this 
board shows that on January 1, 1931, the number of insane in Eng- 
land and Wales was 144,161; in the private institutions there were 
14,404. However, the number of certified patients in the latter in- 
stitutions who were psychotie was only 1,106; the remaining num- 
ber, therefore, were mostly of the class which I have previously 
mentioned, namely, senile, chronic, ete. Since the admissions are 
not limited to those only that are psychotic, another feature of the 
report is that these cases who are in single care of an individual 
also are reported, and of these there were 91 women and 258 men, 
a total of 358. The classes of patients admitted to these mental 
homes are similar in many respects to those which I have men- 
tioned in connection with the unlicensed institutions which are 
found in our State. These places are not of the same standard as 
the present-day English Nursing Homes, but the standards which 
exist have only been set up since the Mental Treatment Act was 
passed in 1930. At that time, abuses had arisen which made inspec- 
tion and control a necessity. Evidently the English Nursing Home 
has passed through various stages and only rather recently have 
the present standards been adopted. 

There is an aversion in the minds of many people toward the hos- 
pital or institution supported by public funds, and when it becomes 
necessary to remove a troublesome old person from the family cir- 
cle the unlicensed institution is sought by those whose means do not 


permit care in a regularly licensed institution. The compensation 
usually is not high, ranging from $12 to $20 a week as an average 
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rate. There also is the further consideration that the place has 
only a small number of inmates and more individual care and atten- 
tion is given than in a publie institution; further, there are no 
restrictions, and rules are elastic and flexible. 

Although these unlicensed places are not of a high standard, 
they apparently are fulfilling a need for people to have their rela- 
tives receive some form of private care at an expense which they 
can afford. Necessary care and attention to ordinary comforts is all 
such patients require. If these patients did not receive care in the 
unlicensed places, they would eventually gravitate and be admitted 
to a state institution. 

It is a question where these deteriorated cases properly belong. 
Unless there are demonstrable psychotic symptoms, they are 
classed as dotards and are not retained in a state hospital, but 
transferred to the almshouse. 

Apparently it would be of economic value to the State if some 
measures could be devised whereby cases of this nature could be 
under some form of private care commensurate with the resources 
of the family. 

The unlicensed institutions are, in a measure, fulfilling a need 
but nothing has been done in regard to exercising any control or 
supervision over them. In the isolated instances, visits are made 
by the medical inspector and in the 16 which I have previously men- 
tioned, fairly frequent visits are made, but only to ascertain if any 
committable psychotic patients have been admitted. Otherwise no 
attention is paid to the care, attention or management. The gen- 
eral care of the patients is left to the judgment of the individual in 
charge. 

These places are rather easily established and often there is no 
one aware of their existence or nature except those who are directly 
interested. They are usually kept secret and any outside intrusion 
is either prevented or resented. 

Some recognition and supervision should be exercised, and cer- 
tain standards should be adopted for the control of the places 
which are in existence and for any which may be established in the 
future. 


Places of this nature should operate under a permit and be reg- 
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istered. The class of patient admissible to such an institution 
should be limited to mild mental eases, seniles, deteriorated quiet 
eases, chronics and neurasthenics, but no active or acute conditions, 

The person in charge of these institutions which are in existence 
might be continued, but, unless the qualifications are very satis- 
factory, a qualified nurse should be added, or one sufficiently expe- 
rienced. Any future applications should meet the three main es- 
sentials, a qualified nurse in charge, adequate equipment and 
arrangement in the interior for segregation and exit in case of 
fire; also, attention to a sufficiency of personnel. A physician should 
be on call in emergency and periodical visits should be made by him 
at least once a month. Reports of the movement of patients should 
be forwarded monthly as in the ease of other licensed institutions. 

In conclusion, it might be stated that the establishment and ree- 
ognition of this form of institution will eliminate the unlicensed 
institutions which are in existence, some of them already under 
supervision and others coming to the front from time to time. 

It will enable people of moderate means to provide for their old 
and infirm patients at a low rate of compensation. Further, it will 
be of economic value to the State to have these patients under some 


form of moderate private care and prevent them from reaching the 
public institutions. 








STAFF COMMITTEES AS AN AID TO ADMINISTRATION 


BY SIDNEY W. BISGROVE, M. D., 
FIRST ASSISTANT PHYSICIAN, MARCY STATE HOSPITAL 

As far back as 1918, following the death of Dr. Gorrill, Dr. Will- 
iam W. Wright, acting superintendent of the Buffalo State Hos- 
pital, introduced the committee idea into the State hospital 
administration. 

At that time a clothing committee was appointed by him for the 
purpose of investigating the condemning system, checking up on 
inventories and considering requests for clothing from the wards. 
The two clothing clerks and male and female supervisors acted on 
this committee. Where a final decision had to be made, this was 
done by the steward. 

For some time past, Dr. P. G. Taddiken, superintendent of the 
St. Lawrence State Hospital, has also been using committees to 
whom he has referred various hospital matters for investigation 
and report. Henee, Dr. W. W. Wright, out of a wide knowledge 
of the functions of these committees, gained both from experience 
and from observations at the St. Lawrence State Hospital, upon 
becoming superintendent of the Marey State Hospital, appointed 
committees covering various phases of hospital administration, as 
follows: Committee on dietaries, food supply committee and cloth- 
ing supply committee. The personnel of these committees were 
selected after careful thought and members were chosen from those 
who represented different departments which dealt with the par- 
ticular problems involved. <A brief outline of the personnel and 
the functions of these committees is given as follows: 

Committee on dietaries: The personnel of this committee con- 
sisted of the first assistant physician, male and female chief super- 
visors, and two members of the staff, one of whom ate in the staff 
dining room and another who had shown a particular aptitude in 
this line and had frequently offered constructive criticism of food 
service, cooking and dietaries. 

It might be stated that employees or staff members who are re- 
garded in some hospitals as complainers are of valuable aid on 


OctT.—1933—x 











692 STAFF COMMITTEES AS AN AID TO ADMINISTRATION 


this committee as their complaints are often justifiable and they 
can give constructive suggestions. 

The patients, employees and staff were requested to make any 
complaints to the committee and were told that this committee 
would welcome any suggestions as to cooking, service of food and 
variety in dietary. 

The chef and dietitian were not included in this committee as it 
was felt that they would resent criticism and take the criticism as 
a complaint about their work. When the committee makes sugges- 
tions to them, they are made in an impersonal manner. 

This committee meets on Wednesday morning regularly and a 
report of these meetings is dictated and given to the superintend- 
ent. Usually the early part of the meeting is devoted to a discus- 
sion of any complaints received during the week preceding and a 
discussion as to plans that may improve the dietary. The second 
part of the meeting consists of consideration of the dietaries which 
are presented to the committee by the chef and dietitian. These 
menus are gone over carefully as to arrangement of dietaries, repe- 
tition of meals from week to week, variety and particularly the in- 
troduction of new dishes. 

The members of the committee are also required to visit the 
various dining rooms during the week and report at the regular 
meetings the results of such visits. Particular attention is paid to 
the cooking of food and whether this is cooked longer than neces- 
sary before it is served. Frequently the food is tasted to see that 
it is palatable and properly seasoned. Attention is also paid to 
the service of meals and whether the food is served in an appetiz- 
ing manner. Variety with smaller amounts is stressed. Food 
served on plates in large amounts in a slovenly manner is very 
unappetizing. 

The members of this committee also act as special investigators 
for the superintendent and render reports of these investigations 


to him. 

On April 1, 1932, Dr. Anna Gronlund spent most of two weeks 
in the west group dining rooms studying the personnel, prepara- 
tion of food, equipment, oven space and rations of food being 
served to patients and employees. On November 3, 1932, the com- 








SIDNEY W. BISGROVE, M. D. 693 


mittee rendered a report following an investigation of special diets 
for patients and employees, preparation of trays, equipment in the 
diet kitchens, personnel of diet kitchens and the system followed 
out for recipes for desserts, salads and other food. 

The committee received the pamphlet ‘‘State Hospital Diet- 
aries,’’ by Lewis M. Farrington, secretary, Department of Mental 
Hygiene, with much interest and this offered many suggestions for 
future work, 

Foop Suprpty CoMMITTEE 

The personnel of this committee consists of the first assistant 
physician, steward, storekeeper, gardener, chef and dietitian. As 
far as possible this committee includes those responsible for the 
supply of food and those who must have an intimate knowledge of 
food supply to make out the dietaries. 

In addition to the information obtained by the chef and dietitian 
relative to the food supply at these meetings, the chef, dietitian and 
gardener meet each morning at the steward’s office during the sum- 
mer months when green vegetables are in season. Before the 
requisitions for vegetables are submitted by the cooks, the gardener 
is consulted to see if the vegetables are available for the following 
day. It frequently happens that vegetables do not mature at the 
time expected and it is necessary to make a daily check up. This 
permits the gardener to arrange his picking according to these re- 
quests, correlating the supply he has available with the requisitions 
from the kitchens. 

This committee meets twice monthly at a stated time, and the 
storekeeper and gardener make their reports of the supplies on 
hand. The storekeeper particularly gives a report of any short- 
age of food or large inventory. From these discussions it is fre- 
quently found that estimates for certain supplies are inadequate. 
This aids the steward in correcting his quarterly estimates. It aids 
the gardener also in proportioning his acreage as these committee 
meetings frequently bring out the fact that there is an over-abund- 
ance of certain vegetables and an under-supply of others. 

Members of this committee also act as special investigators for 
the superintendent. They conduct special investigations into such 
matters as storage of vegetables, testing of cows for bacillus abor- 
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tus, tuberculosis, equipment of dairy barn and milk house and the 
eare of milk. Last year as a result of these investigations an ex- 
tension to the milk house was constructed and a pasteurization and 
refrigeration plant was installed. 

During the past month there has been an acute shortage of water 
in the hospital reservoir due to prolonged drought and the water 
has become stagnant and unpleasant to taste. Water for drinking 
purposes in some of the offices and dining rooms has been obtained 
from nearby springs. The committee was instructed to obtain spe- 
cimens of water from these springs for laboratory examination. 
It was found that water from three of the six springs examined 
was unfit for drinking purposes and contained bacillus coll. 

At these committee meetings the waste reports of the different 
dining rooms are submitted for the preceding period. This system 
may be deseribed briefly as follows: 

Each dining room or group of dining rooms is required to have 
a number of containers and the waste from the plates is separated 
and put into these containers. This waste is reported daily to the 
steward’s office on Form 71-steward. The month is divided into 
two periods, the first to the fifteenth inclusive and the fifteenth to 
the end of the month inclusive. Usable and non-usable waste for 
these periods is determined for each dining room per capita in 
ounces. These waste reports are compared with previous waste 
reports and any increase of non-usable waste in any dining room 
is investigated and this fault immediately corrected. This in- 
crease may be due to serving too large amounts of food, food on 
the dietary not being relished by patients and employees, improper 
cooking and failure to serve food in an inviting and tasty manner. 
All these factors are investigated when an increase in waste occurs. 
These waste reports are given to the chef each morning. He studies 


the non-usable waste to determine what particular food is not rel- 
ished. This is an aid to him in arranging dietaries, and foods that 
are not relished are eliminated in order to reduce this waste. He 
also investigates the usable waste to determine whether the kiteh- 
ens are serving too much food to dining rooms. The steward’s 
department tabulates the daily per capita waste of usable and non- 
usable food for each dining room at regular intervals. The infor- 
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mation obtained from these waste reports and the efforts made to 
reduce any undue waste has resulted in a great economy of food. 


CHART I 
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Chart I gives the waste report of three dining rooms used by pa- 
tients. This chart shows very clearly the rapid reduction in waste 
after the institution of the waste system. In December, 1931, the 
west group patients’ dining rooms showed a daily non-usable waste 
of 3.81 ounces per capita. For the last half of February, 1932, this 
had fallen to 1.29 ounces per capita, but this group of dining rooms 
now averages only 0.6 to 0.7 ounces per capita of non-usable waste. 
D building patients’ dining rooms had a daily waste report in De- 
cember, 1931, of 3.1 ounees. For the last half of February, 1932, 
this was reduced to .72 but now averages .9 to 1.2 ounces per capita. 
‘*A’? building patients in December, 1931, had a daily non-usable 
waste of 2.42 ounces per capita. For the last half of February, 
1932, this was 1.71 and now averages .6 to .8 ounces per capita. As 
may be seen from the chart, these reductions have been maintained 
except for a short period in November, 1932, when D building 
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showed a sudden increase of daily non-usable waste of 1.979 per 
capita. This increase was promptly investigated with the result 
that there was an immediate reduction in non-usable waste. A 
waste report of nine dining rooms or groups of dining rooms is 
kept. The dining rooms are not charted separately since this form 
of charting would become too complicated. A small dining room of 
10 patients and 13 employees at Woodside in December, 1931, 
showed a daily non-usable waste of 11.84 ounces per capita and for 
the last half of February, 1932, .91 ounce per capita. It now aver- 
ages .9 to 1.1 ounces per capita. 

Chart II gives the waste report of two employees’ dining rooms. 
In February, 1932, the cafeteria showed a daily non-usable waste 
of 5.12 ounces per capita and for the first half of June, 1932, a non- 
usable waste of 2.801 ounces. It now averages 1.9 to 2.3 ounces per 
‘apita. ‘‘A’’ building employees for February, 1932, showed a 
daily non-usable waste of 2.24 ounces per capita and for the first 
half of June, 1932, showed 1.574 ounces per capita. It now aver- 
ages 1.1 to 1.2 ounces per capita. 

Beginning in November, 1932 the A building employees’ dining 
room showed a steady increase in non-usable waste until the first 
half of March, 1933. This matter was fully investigated with the 
result that there has been a reduction in waste. For the last half 
of July, 1933, this dining room showed a daily non-usable waste of 
979 ounces per capita. This reduction has been brought about 
chiefly by at first serving moderate amounts of food to the em- 
ployees but later giving more to those who request it. Along with 
this, an effort has been made to have the cooks serve the food in a 
more appetizing manner. 

This chart is also interesting from another standpoint. The ecafe- 
teria shows consistently higher non-usable waste than the A build- 
ing dining rooms which have table service. The same efforts to 
reduce the waste have been made in both dining rooms but this in- 
crease in waste with the cafeteria system does not appear to apply 
to the patients. D building has cafeteria service only. Seven of 
the ten dining rooms in the west group are also served by the cafe- 
teria method. <A building patients have table service. 

As ean be seen from Chart I, the wastes from these three dining 
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rooms closely approximate each other. 


In their cafeteria the em- 


ployees are inclined to take more food than they need rather than 
return for a second helping. This necessarily leads to waste. But 
in dining rooms of the patients, the employees are on the alert to 
see that additional food is served to all who desire it. 


CHART IT 





Cafeteria—No. served ......cccccccccccecs 
A employees—No. served ......ccccesecees 


In order to determine whether the apparent savings due to the 
waste system were real, the following tables were compiled by the 


steward’s department. 


TABLE I. FARINACEOUS FoopDS 


Periods Population 
(1) —12/15/30 to 12/15/31 2,384 
(I1)—12/15/31 to 12/15/32 2,870 
(IIIT) —12/15/32 to 6/15/33 2,934 
Periods Pounds allowed Pounds used 
(1) 707,005 586,185 
(IL) 851,134 573,449 


(IIT) 433,865 294,086 


Pounds below ration Percentage of 
allowance not used allowed rations used 


Ration allowed Ration used 
per day per person per day per person 
3 0z. 10.77 oz. 
13 oz. 8.758 oz. 
13 oz. 8.813 oz. 


120,820 82.9 
277,685 67.3 
139,779 67.7 
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Period I is previous to the institution of the waste system. The 
next two periods follow the institution of the waste system. The 
reduction in the rations used per day per person in Periods II and 
III of approximately two ounces is not explained on any other basis 
than a saving by the waste system. 

In these two periods approximately 414 ounces of rations allowed 
per person per day were not used. A fifteen per cent saving of 
allowed rations in Periods II and III] ean only be explained in this 
manner also. In these periods approximately 33 per cent of rations 
allowed were not used. 


TABLE II. FisH, MEaTs, Etc. 


Ration allowed Ration used 
Periods Population per day per person per day per person 
(1)—12/15/30 to 12/15/31 2,384 9 oz. 7.892 oz. 
(II) —12/15/31 to 12/15/32 2,870 9 oz. 7.822 oz. 
(IIT)—12/15/32 to 6/15/33 2,934 9 oz. 7.313 oz, 
Pounds below ration Percentage of 
Periods Pounds allowed Pounds used allowance not used allowed rations used 
(1) 489,645 429,303 60,342 87.6 
(IT) 589,247 512,161 77,086 86.9 
(111) 300,368 244,241 56,127 81.3 


Period I as in Table I is previous to the institution of the waste 
system and the next two periods follow the institution of the waste 
system. There has been no attempt made to reduce the amount of 
meat used in the dietary. On the other hand, the dietary committee 
has increased the number of meat dishes. They have also stressed 
the importance of having meat cooked at the last possible moment 
before it is served so that it will be warm and the juices not dried 
out. In spite of these measures, however, there has been a slight 
reduction in the rations used per day per person and also a slight 
decrease in the percentage of allowed rations used. For the period 
from December 15, 1932 to June 15, 1933, six per cent less meat 
was used than for the year previous to the institution of the waste 
system. For this period, 19 per cent of meat ration allowed was 
not used. 


Following the institution of the waste system, the farmer imme- 
diately commented upon the fact that he did not have enough gar- 
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bage for the pigs and that it would be necessary for him to estimate 
for feed for them. Before this time there was more than enough 
garbage for the pigs and much of it had to be burned. 

The baker states that he is baking a hundred less loaves of bread 
a day than formerly in spite of the increased population. Previous 
to this time he stated that there were numerous complaints of not 
having enough bread in the various dining rooms. The storekeeper 
states that previous to the adoption of the waste system, he was 
always running short of supplies and it seemed as if he never could 
order enough. But he says that now he has a good inventory on 
hand and that his estimates for food are materially reduced, some 
of them being reduced half the former amount. 

As it was thought that the question might arise as to whether 
the patients were receiving enough food, the weight of every tenth 
patient excluding the hospital and admission wards, was taken for 
six months prior to the institution of the waste system and for six 
months after the waste system was inaugurated. The weights of 
the patients for these two periods were practically identical al- 
though they actually showed an aggregate gain of 15 pounds after 
this system was in foree. 


CLOTHING SuPPLY COMMITTEE 

The personnel of this committee consists of the first assistant 
physician, steward, clothing clerk, male and female chief super- 
visors and the chief occupational therapist. This committee is 
comprised of those who are responsible for the issuing of clothing 
and of those who are best qualified to determine the actual needs 
of the patients. The committee meets twice monthly. The chief 
supervisors render a report of any shortage of clothing on any of 
the wards and this report is immediately discussed with the cloth- 
ing clerk and the steward. The meetings of this committee keep the 
steward actively informed of the needs of the hospital wards. This 
assists him in the preparation of his estimates. Samples of cloth 
are submitted to the committee for its approval and advice. Dis- 
cussions at these meetings involve such questions as color of cloth- 
ing, fitting of dresses, material desired and suggestions to the 
tailor and clothing clerk as to the fitting of dresses, suits and over- 
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eoats. The steward has bought dresses which are very attractive 
both as to color and style. Rain coats have been purchased which 
are of various colors also. 

On the superintendent’s order, the committee developed a super- 
visors’ room for ward supplies in each building. After investiga- 
tion the committee established a quota of supplies for each ward 
and for each building. This quota cannot be exceeded without fur- 
ther investigation. Al] supplies such as mops, brushes, dust pans, 
ete., can only be had after condemning the old ones. The store- 
keeper reports that this has resulted in a marked saving in ward 
supplies. He states that he was always out of mops, soap and other 
supplies but now he has a good inventory on hand and ean defin- 
itely estimate the amount of supplies necessary. 

The committee also discusses methods of handling, marking and 
issuing of clothing, condemning, delivery of clothing and methods 
of inventory. These discussions have resulted in the establishment 
of a more intelligent system of records. 

Patients on the ward are now better dressed and the old institu- 
tional style of clothing is gradually disappearing. 


CONCLUSIONS 

These committees are an aid to the administration for the follow- 
ing reasons: 

They conduct special investigations and render reports to the 
superintendent. 

Decisions are made only after discussion by the various heads of 
departments, thus the advantage or disadvantage to each depart- 
ment is considered before any order is issued. 

These committees have brought about cooperation and coordina- 
tion between the steward’s department and the medical depart- 
ment. They have been of real assistance to the steward in prepar- 
ing his estimates. 

These committees meet at regular intervals. They are dynamic 
and constant attention is being given to the problem of improving 
hospital administration. 

In these days when economy is stressed, these committees render 
valuable assistance to the superintendent and the steward in the 
spheres of administration and economy. 
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An Introduction to Analytic Psychotherapy. By T. A. Ross, M. D. 
Longman’s, Green & Co., New York and London, 1932. 

Dr. Ross states that the present work is not intended to supersede his 
‘Common Neuroses’’ but rather to supplement it. The book is printed in 
large type and is arranged in 11 chapters. The author mentions that an 
enormous amount of literature has accumulated on the subject of psycho- 
analysis but that it is written in the interest of some particular school. 
Moreover, it is unnecessarily loaded with highly technical language which 
has rendered most of it unintelligible to the general physician and that this 
esoteric vocabulary has not always been used with exactitude. Then again, 
much of it has been written with very little detailed proof and in a way 
calculated to arouse opposition and to irritate susceptibilities. The fact that 
Freud is endowed with a progressive mind and has not hesitated to change 
his views in the light of further clinical experience has led to the criticism 
that he is inconsistent. This constant shifting of opinion has made it diffi- 
eult for one not in touch with the Freudian literature to keep pace with 
the latest views of Freud. The author states that he belongs to no special 
school of psychopathology, that he has read the literature of the various 
schools and emphasizes the fact that he has had aecess for many years to 
clinical material highly suited to the investigation of the subject. This is 
the reason for the volume, although the different schools have held that he 
who is not one of them should not write of their doctrines. What he has 
to say is not eritical, but constructive and practical. 

The author has had no experience with children nor much with the psy- 
choses. His elinieal work has been mainly with male neuroties. 

In Chapter I (Introductory) he mentions the striking development of 
neurotic conditions during the World’s War and how this brought neurotic 
clinical syndromes to the attention of the medical profession, how a wealth 
of neurotic symptoms could exist without any evidence of physical disease 
and how the unconscious mind could influence the personality and behavior 
of the patient without his being consciously aware of the dynamie factors 
at work. He mentions the proof of unconscious mental activity by hyp- 
notice experimentation—strange to say, he does not give the proof of such 
influenee by citing examples of unconscious mentations in normal persons 
in their everyday activities. He states that the accurate rapid movements 
of the violin player, playing a piece he knows well by repeated practice, 
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falls obviously into the eategory of conditioned reflex. He avers that the 
conditioned reflex implies repeated and exact rehearsal while mental action 
does not, although in the beginning there is mental action in the former. 
Furthermore, that many of symptoms of hysteria are clearly of the nature 
of conditioned reflex (To this conception the psychoanalytic school would 
doubtless object.) 

In Chapters II and III the author diseusses the ‘‘ Uneonscious’’ and con- 
trasts the views of Janet, Morton, Prince and Freud. The psychology of 
the latter has nothing to say about dissociation (Janet) or eco-conscious men- 
tion, nor of multiple personalities (Prince). Freud has insisted on explain- 
ing the past, particularly the individuals infantile psychology, in order to 
understand the presenting symptoms. The author thinks that from the 
practical point of view Freud lays too little stress on present happenings, 
although he is no doubt right when he says that the events of the present 
would never give rise to a neurosis unless the individual past has been what 
it was. This has also been emphasized by Jung. He does not, on the whole, 
see what Adler’s contribution to psychotherapy or psychopathology has 
been. The latter’s theory of inferiority seems correct on the whole, but it 
ean be found in every system. Adler’s conceptions of inferiority, the author 
states, ean be found in Dejerine and he does not think the idea originated 
with Adler. 

He discusses repression—mentions the unconscious nature of the phenom- 
ena and gives several examples. He emphasizes an important factor in the 
analysis; viz., that the patient may sometimes slump due to the therapist’s 
own repressions and that the subject senses this. In such instances he 
analyzes his own mental attitude at the time and always sees the patient the 
following day. Discussing repression, he mentions Freud’s earlier views of 
an unconscious censorship and his later one of the ‘‘Super-ego.,’’ uncon- 
scious for the most part in its operations. That mentation both conscious 
and unconscious has an energie component is also mentioned and that the 
psyeho-analytie school has denominated this energy ‘‘ Libido.”’ 

Chapter IV is devoted to the consideration of ‘‘Transference,’’ and its 
positive and negative aspects are mentioned. The author does not believe 
that transference is the same as sexual love; it must be present to the extent 
of liking, but beyond that it is a hindrance and may lead to disaster. The 
identifieation mechanism is also explained. 

Chapter V takes up ‘‘Dreams.’’ Dr. Ross is willing to admit that some 


dreams represent a wish-fulfillment but believes this is not always so. He 
believes that the idea that a patient should try to interpret his own symp- 
toms is preposterous. Nor does he think the patient would get anywhere 
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if he played purely a passive part in the analysis. He is confident that it 
is always the analyst who not only analyzes the dream and interprets it, 
but who, on the whole, reconstructs the story of the patient’s life; that all 
are doing it in some fashion or other, some boldly, others diffidently. 

The author hits the mark when he says ‘‘It is not this or that repression 
which makes us neuropaths, it is the tangle we get into by constantly evad- 
ing each difficulty by means of repression.’’ He mentions the repugnance 
of the opponents of psychoanalysis to the sexual interpretation of dream 
symbols, and the assertion that in most instances they have a universal ap- 
plication. He believes it to be very dangerous to say that there are fixed 
symbols in dreams. 

Chapter VI discusses ‘‘Sex Problems.’’ Owing to the fact that English 
medical psychologists made their first aequaintanee with the neuroses dur- 
ing the war, it was very difficult for them to believe that in the war neu- 
roses sex had much to do with these conditions. Nor do those treating 
workingmen’s compensation eases of a neurotic character take much stock 
in the sexual theory. The author is willing to admit that in the particular 
eases which Freud treated he no doubt found sex an outstanding factor. 
In his own middle class material he finds, in nearly every ease, sex diffieul- 
ties, but he ealls attention to the fact that such people manage all the diffi- 
culties of life badly. As for the prevalence of the Oedipus complex, the 
author sees it frequently in his cases, and he aecepts Freud’s explanation in 
some instances, but not in all. He goes on to explain the Freudian concep- 
tion of the libido and its various stages, the castration complex, oral and 
sadistic stage of development (which he criticizes) also homosexuality. The 
author has treated a large number of the latter. 

Chapter VII is devoted to the discussion of ‘‘Symptom Formation, Fixa- 
tion and Regression.’’ 

Chapter VIII gives a report of an interesting case of a phobia with hy- 
pochondriacal depressive features. In the matter of technique he does not 
ask patients, whom he expects to treat at length, embarrassing questions 
about sex matters. He has adopted the policy of waiting until the patient 
himself brings up the topic. Nor does he have his patients relate their 
dreams (except non-productive patients who have nothing to say). He 
prefers to let the patient bring up the dream material of his own accord. 
Here the analyst cannot be accused of making the patient dream to order. 
He is of the opinion that conscious conflicts openly evaded may cause symp- 
toms as much as unconscious ones. As Morton Prince has said, ‘‘The ob- 
ject of making the unconscious conscious is that the patient may see it in a 
different light, from a different angle, in a new setting.’’ Sometimes the 
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recovering of a repressed factor does not help the patient in the least. Un- 
less the patient can view it from an entirely different angle, nothing bene- 
ficial will be gained from releasing it. Repression of what already has been 
released is common. Unless the patient sees a way out of his difficulties the 
ease hangs fire. 

Chapter LX discusses the danger of analytie investigation. The author 
states that in the neuroses the conflict is mainly between desire and moral 
restraint, and that for many people the question of moral restraint is bound 
up largely with religion. That one of the charges against analysis is that it 
is subversive of religion and therefore that it is apt to be a disintegrating 
foree. The author is of the opinion that the analyst’s attitude in such mat- 
ters cannot be neutral, no matter how much he may claim to the contrary. 
Furthermore, no person for whom religion is a suecess suffers from a neuro- 
sis; not at any rate for one for which he consults a doctor. He goes on to 
say that we eannot be doing much harm if, in our discussions, we find we 
have further undermined the structure from which they had hoped but 
failed to get support. As for analysts advising young men to consort with 
prostitutes, the author does not believe this to be true. In fact this is « 
common recommendation on the part of the ordinary practitioner. Anal- 
ysts on the other hand assert that all neuroties suffer from a sense of 
guilt because of the unconscious desire to have intereourse with the mother, 
and that this is a handicap to marriage. Intercourse would increase their 
sense of guilt and therefore would not be advised. Moreover, it is infantile 
to take, without restraint, whatever is desired. 

He also discusses the two medical dangers which may oceur in an analy- 
sis, i. e., that the patient may be made worse or that he may be driven into 
insanity. He is of the opinion that the analytic method is a formidable 
one and that its reckless use in unsuitable cases may certainly make the 
patient worse. Not every patient can face the truth. He thinks on the 
whole that the statements of the evil effects of any analysis have been exag- 
gerated. 

As to analysis causing insanity, this has occurred in eases treated by 
physicians who do not practice the analytie method. The author concludes 
this chapter by remarking ‘‘ When disaster comes during analytie inquiry 
it seems fair, with our present knowledge, to say that a psychosis already 
present may have been unmasked and that with reasonable experience, its 


further uncovering will be abandoned.’’ 

The author doubts that it is necessary for the physician to be analyzed 
before practicing analysis. He thinks that the present trouble with the 
training is that the student is apt to learn the treatment long before he has 
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familiarized himself wih the protean nature of these illnesses. He should 
have seen scores of eases before he, himself, is analyzed. 

After middle age a patient is unsuitable for analysis. Middle age, how- 
ever, is not to be expressed in vears. Some are so at 30, while others are 
not so at 60. The author has not had any experience with patients under 
17. He believes it is dangerous to analyze psychotics. Perhaps mild schizo- 
phrenics, mild depressions and certain paranoid individuals may lend them- 
selves to analysis. Patients in the first two groups may be made worse by 
the procedure. In his experience he has not found a reeovered depressive 
patient who wished to be analyzed. 

Analysis is desirabie for psychoneuroties where simpler forms of treat- 
ment have been tried and failed. Patients with phobias, obsessional and 
compulsive neuroses need analysis. The treatment of aleoholies is indicated, 
but he finds it difficult to keep them at it, for when they are not drinking 
they are sure they will not relapse again. 

Several pages are devoted to the technique of the analytie session. Note 
taking is not advised by the author as it inhibits the patient from talking 
freely. The patient should receive a physical examination, although this 
is not advised by the orthodox analysts. The advantage is that it enables 
the physician to rule out any physical disease, regarding which the patient 
may complain. He does not often try to interpret their early dreams, for 
if their deeper meaning is revealed at this time the patient may take fright 
and develop resistance, as he is not yet prepared for analytie interpreta- 
tions. This rule applies equally to explanations of ordinary remarks of 
the patient. At first he explains little, but as the analysis proceeds, ex- 
planations are made and he reconstructs the whole story as it unfolds itself. 
The author believes it practically impossible for the patient to make all the 
interpretations -of repressed material although the orthodox analysts say 
they let the patient do it. He terminates the treatment himself in long 
analysis, informs the patient several weeks in advance. 

In his coneluding chapter the author remarks regarding suggestion ‘‘ No 
one undergoing analysis can escape an immense amount of suggestions that 
he is expected to become well. Nevertheless I believe that treatment by 
analysis is not founded on the sane, but think its claims will be listened to 
more readily when they become narrower, and when it is realized more 
fully than it is that the majority of neuropaths encountered are not suit- 
able subjects for analytic treatment. It is therefore with no thought of 
changing a man’s personality that we pursue analytie inquiry. It is only 
in the hope that, by true education, we may unloose some of the shackles 
which he has tied on himself, and so permit him to move in the world more 
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freely. It is obvious, that for a large number at any rate, it is they them- 
selves and not their environment nor any psychic trauma that is responsible 
for their illness. Though in those who are susceptible the environment or 
trauma may help to determine the occurrence of what was only a poten- 
tiality. Symptoms of a physical nature may be brought about either by a 
physical or mental cause; mental symptoms may be due to physieal changes 
in the body, or to mental stress. For the investigation of the physical 
causes of disease, there is a multitude of workers with first-class brains. 
This book has been written largely with the hope that it may be seen by 
some of these, and that it may induce them to turn their attention to the 
study of the mind.’’ 

A very sane, readable book, written by a physician experienced in the 
treatment of male psychoneurotie disorders, in which mental mechanisms 
are illustrated by a number of clinical cases. 


WM. C, GARVIN. 


Immigrant Gifts to American Life. By ALLEN H. Eaton. 185 pages. 
Russell Sage Foundation, 1932. William F. Fell Co., Printers, Phila- 
delphia, Pa. 

Mr. Eaton has given us a great deal to think about in this book. There is 
a fund of information which inspires us to go even farther, in the study of 
the immigrant and his gifts, then he was able to take us in this volume. 
He gives us a comprehensive idea of the immense contributions the immi- 
grants have made not only to arts and crafts but also to many other fields. 

His descriptions of the arts and crafts exhibitions held at Buffalo, Al- 
bany and Rochester are most interesting catalogues, illustrated with delight- 
ful anecdotes and little word pictures of the exhibitors. 

The biographical sketches of prominent immigrants are of equal interest 
because they, as individuals, have contributed much, and many are leaders 
in their fields. 

The pictures throughout the book are numerous and well presented, 
the subjects well chosen and clear. It would be an excellent book for any 
school or institution interested in crafts, music or drama to have in its 
library. It not only gives information about these different subjects but 
also directs the reader to books and other sources where these arts could 
be studied in detail. 


DOROTHY A, POLLOCK. 
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The Development of Learning in Young Children. By Lovisa (C. 
WAGONER. 322 pages. Price $2.50. McGraw-Hill Book Company, 
New York and London, 1933. 

An excellent organization of the material of observation and research 
in the infant and nursery school child. The author achieves the aim set 
forth in her preface; ‘‘to present some of the steps by means of which the 
child aequires the skills and methods of response which will enable him to 
function satisfactorily in collaboration with other human beings . . . Em- 
phasis is placed upon learning rather than upon training because the re- 
sponse of the growing organism is regarded as a dynamie element which 
makes acquisition of skill and knowledge possible.’’ 

The author opens with a brief comparison of animal and human learning 
to make clear the basie learning mechanism, then enters into a description 
of fetal and early infant learnings, indicating the child’s equipment for 
learning and showing how continued development of this equipment (ma- 
turation) brings constant changes in the child’s interests and readiness to 
acquire skills and habits. In her chapter, ‘‘Normal Rate of Development,’’ 
she summarizes results of observations, and the more scientifie seales for 
measuring mental development of infants. She then follows through the 
various phases of child development, indicating throughout the necessity 
of beginhing the formation of habits and acquisition of skills at the time 
the maturation of the child’s nervous system is ready, thus obviating the 
emotional strain of the child in trying to meet a situation beyond him and 
the loss of zest in activity beyond the point of challenging the child’s ability. 
The child becomes master of himself by having to make an adjustment to 
his own situation rather than striving for the approval or disapproval ex- 
pressed in the emotional response of an adult or for adult imposed rewards 
and penalties. Toward this end are indicated, social contacts with children 
of like age, and apparatus and toys requiring manipulation. These should 
be raw materials, so to speak, that are a real part of his environment rather 
than ready made intricacies which are of more interest to the adult than 
to the child. 

The phases of development which are diseussed are: Control of body, 
response to other people, mastery of emotions, laughter, sex, talking, eating, 
sleeping, elimination, hindrances to efficiency, play, development of ideas, 
and mastering the technique of adult responsibility. 

The discussions are accompanied by adequate bibliography and are so 
presented that they are of value to student, physician, social worker, and 
parent. 

ALICE W. GODDARD. 
Oct.—1933—1 
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Growth and Development of the Child. Part IV, White House Confer- 
ence on Child Health and Protection. 344 pages. $2.75. The Cen- 
tury Co., New York, 1932. 

This volume is Part IV of the report of the Committee on Child Health 
and Development. The general introduction by Dr. K. D. Blaekfan, chair- 
man of the committee, is included in each of the four volumes and was re- 
viewed in connection with Part I in a previous quarterly, (Volume 7, Num- 
ber 2, April, 1933). The main section of the book contains two parts: 1. 
Mental Status, 2. Physical Status. There are 16 contributors to the first 
part and 19 to the second. <A good bibliography follows each chapter and 
is of value for future reading. The material which the committee believed 
to be exact is presented in a clear, concise manner and where information is 
lacking to form definite conclusions, suggestions for research are made. 
The many chapters and topies preclude the possibility of reviewing each 
in detail, but the more important and more interesting ones are mentioned 
below. 

The chapter on intelligence tests contains discussions and descriptions 
of material used in testing individuals, groups, and those with special abili- 
ties. The most practical and accurate tests are taken up in sufficient detail 
to make the chapter of value. 

In a chapter on superior children, the committee found that tliese chil- 
dren did not deteriorate but became superior adults. The discussion ends 
with this statement: ‘‘Superior children as a class are not sickly, nor one- 
sided; not psychopathic, nor emotionally immature; not socially malad- 
justed, nor delinquent, nor deficient in wholesome interests of any kind.’’ 

In diseussing inferior mental development, the committee points out that 
this may not only be transmitted as a familial characteristie but that it 
also results from various pathological processes, Caution is very properly 
advised in dealing with borderline eases because the committee feels that 
this group contains many types. The ability to use abstract terms is found 
to be the most striking difference in the development of language by the 
pre-school child, the school child, the adult, and between the normal and 
feebleminded at comparable ages. Special disorders and reading disabili- 
ties are discussed and various pathological causes are enumerated. Mention 
is made of different functional causes such as left-handedness and ambi- 
dexterity. 

‘*Behavior in Normal Children and Adolescence’’ is the title of a short 
and rather disappointing chapter which attempts in 14 pages, to discuss 
infant activity, development of social behavior, growth of intelligence, 


learning real versus unreal, understanding kinship, social adjustment, self- 
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support, self organization, problems of sex, enlightenment, and what is 
childish. The chapter ends with this rather debatable statement: ‘‘ Among 
students of the insane, the idea is constantly gaining ground that much of 
the mental invalidism in the world is simply childish behavior. Individuals 
thus afflicted, remain permanently irresponsible and must live like children 
under the supervision of others.’’ 

The chapter following the above is on habit training. The committee 
laid great stress upon conditioned habits of behavior, and enjoined parents, 
teachers, and the medical profession to make themselves responsible for see- 
ing that children develop right habits of behavior. The reviewer wonders 
why the committee does not see fit to discuss emotional and social adjust- 
ment. Surely these adjustments are equally important, and it is only by 
successful integration of all these that a well-balanced personality results. 

A rather important chapter called ‘‘Parental Education for the Train- 
ing of Children’’ points out that physicians must see that parents under- 
stand children in the light of the newer knowledge of mental hygiene. Much 
is said about helping parents handle difficulties of their children and about 
teaching them the principles involved. It seems to the reviewer that the 
committee should have suggested methods by which our educational sys- 
tems would see to it that potential parents receive vital and necessary in- 
structions before they enter into a marriage situation. 

The next chapter is entitled ‘‘ Medical Attitudes Toward the Sexual Edu- 
eation of Children.’’ It concludes that physicians will be able to give chil- 
dren intelligent guidance particularly at puberty. The reviewer believes 
that when children have reached puberty without adequate and accurate 
information, the physician can impart this knowledge more satisfactorily 
than the parent, but feels sex education should begin by answering the 
child’s questions frankly as soon as he commences to show an interest in 
this subject. By the time he has reached puberty, his natural curiosity has 
been satisfied gradually without laying too much stress upon the whole. 

The committee decided in diseussing ‘‘Edueation and Mental Develop- 
ment,’’ that although heredity was undoubtedly an important factor, en- 
vironmental influences ean not be disregarded and superior advantages of 
environment tend to result in a more satisfactory mental development. 

In the chapter on personality, it is stated that in the opinion of the 
authors, individuals ean not be put into groups and ealled schizophrenic or 
eyclothymie; introvert or extrovert. They feel that the behavior of most 
people does not fit into easy categories and that an individual may react as 
an introvert to one situation and as an extrovert to another. It is felt that 
the types of personality as commonly described, are actually the extreme. 
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The reviewer can not agree with this statement in its entirety and feels that 
the majority of the people ean be classified by the way they react to their 
environment. Investigators working with the Rorschach test which, by the 
way, the book does not mention, have considerable evidence which gives ¢ 
definite challenge to the opinions of the committee about this subject. 

The committee studied the ‘‘Relation of Mental and Physical Develop- 
ment,’’ and found that the information that they possessed was too meagre 
to warrant the formulation of reliable conclusions. However, the material 
tended to suggest some correlation between intelligent and physical meas- 
urement. The substance of the next chapter is that premature children 
develop normally when their age is considered from conception rather than 
from birth. The last two chapters discussed ‘‘Structural Disturbances of 
the Central Nervous System”’ and ‘‘ Nutrition as a Factor Influencing Men- 
tal Development.’’ The former takes up trauma, acute lesions, fixed lesions 
and degenerative diseases. The latter states that there is insufficient data 
to come to a reliable conclusion about nutrition and mental development. 

The second section, ‘‘Physical Status,’’ begins with a discussion of sta- 
tistical methods of recording physical growth. The committee felt that it 
was doubtful whether physical measurements could ever be used as tests 
for the physical fitness of individuals. It was thought that in studying 
growth as a biological phenomena, analytical methods were more exact and 
were consequently the most satisfactory means of working with the problem. 
The measurement of subeutaneous tissue and muscle by the use of tape and 
caliper is said to give a truer picture of the real physical state of the indi- 
vidual than the mere use of height, weight, age ratio tables. The committee 
feels that asymmetry of body offers possibility for reasearch concerning 
predisposition to disease. The chapter calls attention to the importance of 
the measurement of the vital capacity of the lungs and points out that 
about 10 per cent reduction suggests physieal unfitness and that 15 per cent 
ealls for a very thorough physical examination. The final chapter called, 
‘‘Appraisement of the Physical Status’’ is important. It forcibly states 
that the physician must assume his duty of guardian in the social and eco- 
nomie field and that he must use for the foundation of his skill the satisfae- 
tory determination of physical assessment. The school health problem is 
discussed. The committee concludes that the order of importance of the 
various phases of such a program are, ‘‘health education, and preventing 
one child from getting diseases from another, giving assuranee that every 
child is fit for the routine imposed, finding defects and attempting to have 


them ecorrected.’’ Excellent information follows concerning the giving of a 
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satisfactory physical examination, and happily it ineludes the taking into 
account of socio-economie factors. 

This book is a summary of that portion of the information which the 
committee felt that they could agree upon. The reviewer believes that it is 
of distinct value for this reason alone, even though it fails to include a dis- 
cussion of much of the newer knowledge of child psychology. Of impor- 
tance, too, is the insistence that the mental growth and development of 
children must be taken into equal consideration with their physical status 
by those who deal with children in any capacity. Psychiatrists interested 
in child guidance, who read the book may find their interest stimulated 
along many lines. The book will be of value to general practitioners, pedi- 
atricians, school physicians, psychologists and teachers. 

TALLMAN. 


Hygiene for Nurses. By JoHNn Guy, M. D., and G. J. I. Linkuater, M. D. 
210 pages. E. & 8. Livingstone, Edinburgh, Seotland. 

In this small book, the authors have attempted to cover a very large sub- 
ject. Under the heading ‘‘Hygiene,’’ is diseussed personal hygiene, food 
nnd metabolism, parasites, communicable diseases, the house, ventilation, 
heating, lighting, water, sewage disposal, and the nurse in relation to pub- 
lie health, emphasizing certain aspects as related to the individual, and 
treating lightly others which have to do with the hygiene of the community. 

It would not be possible for the nurse to obain from his book alone, an 
adequate knowledge of hygiene, because it is far too general, too lacking in 
detail, and some of the most important points too briefly treated, but as a 
reference and guide, it would doubtless be of value. 

Chapter I, on personal hygiene, is elementary, but makes interesting read- 
ing, since it would scem that it is written for the benefit of nurses out in 
the world, especially those among people whom it is necessary to teach 
the first principles of hygiene. It is a chapter of brief explanations and 
homely advice, given in simple language much as the family physician 
would explain and advise as he goes his rounds in the community. The 
sub-title, ‘‘Hygiene After Forty Years of Life,’’ is brief, but contains many 
points deserving of consideration. 

The chapter on food and metabolism is commendable, and would be inter- 
esting and understandable to the ordinary individual in its simple explana- 
tions of food sources and values. 

The book is written by Seotch physicians, and there are various points 
contrary to our teachings and to prevailing conditions in America, but it 
has many good features, and in general is an admirable summary of the 
subjects it includes, and as such has achieved the purpose of its authors. 


GLADYS E, RUSSELL. 
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Psychiatry in Education. By V. V. Anverson, M. D., M. A., in collabora- 
tion with Willie Maude Kennedy. Pp. XVIII—430. Cloth, $4.00. 
Harper and Brothers, New York. 1932. 

Dr. Anderson and Miss Kennedy are to be congratulated upon producing 
a much needed book which to the reviewer’s knowledge is the first of its 
kind to marshal the significant purposes and practices of psychiatry in for- 
mal educational work. 

This contribution is all the more valuable because it is experience-born 
through putting to a test in actual intra- and extra-class educational pro- 
cedure the psychiatric points of view and methods so clearly and helpfully 
formulated. 

The author is director of an experimental private school in education 
which combines a new development in educational practice, namely, the 
‘‘hospital school’’ for pupils with mental handicaps associated with psycho- 
neurotic symptoms, epilepsy, post-encephalitis and the like, as well as the 
more or less traditional educational content, for pupils with personality and 
behavior twists. Variously graded work for this latter group spreads itself 
from the kindergarten and elementary levels up to the secondary or high 
school level, and even certain college work upon oceasion. Psychotie and 
mentally deficient children are not admitted to this school. 

The training and experience of the author, first of all in genera] medical 
practice, and later in the pioneer development of child guidance elinie or- 
ganization, psychiatrie director of personnel in industry, and private hos- 
pital and special educational experience with conduct, and varying degrees 
of mental abnormalities and personality difficulties encountered in children, 
pre-eminently fit Dr. Anderson to head up this pioneer experimental edu- 
-ational development. Moreover, his thorough grounding in academic as 
well as in applied psychology is an asset all too rarely found in those direct- 
ing psychiatric activities. We have in this instance a person regarding 
whom we should like to coin the word, educo-psychiatrist, one who is pri- 
marily a psychiatrist but at the same time well grounded in educational 
principles, practices and philosophies. 

The preface of the book concisely outlines its general purpose and objec- 
tives. It is largely intended for those engaged in educational work, for 
teachers and school officials; but also for psychiatrists, psychologists, psy- 
chiatric social workers, visiting teachers, school physicians, physical educa- 
tors, personnel workers, child guidance specialists and others closely inter- 


ested in working in these fields. All these may profit by a full acquaintance 
with the philosophy, methods and content of this epoch-making publication. 
Emphasis is placed upon the individual rather than up subject matter 
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and examinations. It becomes apparent that the objectives of the psychia- 
trist and the educator are the same as each seek to bring about the full 
development of the personality, capitalizing his potential assets through 
providing suitable opportunities to build up sound social as well as personal 
and edueational habits, in order that he might become a marketable, useful, 
happy and more or less efficient citizen. 

Dr. Anderson swings into his practice, his psychiatric training and expe- 
rience which involves a pluralistic approach, varying somewhat with the 
individual child, but keeping in mind the totality of the complex human 
personality which is striving to gain a sense of satisfaction, achievement, 
ego and social approval in a situation which also has to be studied in its 
interrelations with the individual and with those who come more or less in 
contact with him. Thus, not only the educational aspects are kept in mind 
but also the psychiatric, mental, social and environmental, which are seen 
in a series of cross-sections as well as in longitudinal seetions from birth up 
until the present time. 

The Anderson School does not straddle itself with formal or traditional 
methods or even so-called ‘‘ progressive’’ principles. It is chiefly guided by 
the psychiatric philosophy of the director, which shapes the individualized 
educational regime on a knowledge of what the child is, determined by a 
thorough-going psychiatrie history and exemination, with sufficient freedom 
to utilize many and all worthwhile practices that may contribute to the im- 
provement, but not necesssary cure, of mental or physical deviations, as 
well as social maladjustments of the pupil. Thus, the case-study method 
amplified by periodic conferences with all the teachers and personnel work- 
ers who come in more or less intimate contact with the child, are arranged 
in order that a progressive and ever-changing individualized educational 
and general treatment program may be brought about. Education is not 
seen as an end in itself but merely as a means of rounding out to the full 
each pupil’s positive personality developments. The school starts and ends 
with the individual student, never losing sight of what he is and what he 
needs and balancing this and giving a perspective to his emotional wants 
and wishes. This is made possible by the fact that each pupil is a 24-hour 
day resident of the school over a period of months and years. Thus, his 
time can be budgeted on a 24-hour program basis which is sufficiently plas- 
tie to suecessfully deal with issues as they arise in the daily life of the child. 

The book is intriguingly inclusive in its educational scope, elaborating 
pertinently upon ‘‘psychiatry in college,’’ ‘‘psychiatrie experiment in sec- 
ondary edueation,’’ ‘‘some problems presented by a junior high school 


group,’’ ‘‘dealing with a group of elementary grade pupils,’’ ‘‘the primary 














714 BOOK REVIEWS 


oe ’ 


school,’’ ‘‘ the psychiatrist discusses the teacher,’ 
and finally a chapter on ‘‘methods.”’ 

This book bids well to re-direet current educational philosophy, method 
and practice into channels which are more in keeping with what psychiatric 


‘‘the hospital school’’ 


training and experience has shown to be necessary or desirable in making 
the most of educational opportunities. The book is delightfully and ex- 
plicitly written, is replete with case studies, and is not only stimulating but 
refreshing in its breadth of view in dealing with the individual as a social 
unit and in making the most of what he is and has to offer to the social weal. 

Every educator and those interested in individual and social-edueational 
developments, and this should include an ever-growing audience of psychia- 
trists, should read and re-read this unique and needed contribution to 
education. 

FREDERICK L. PATRY, M, D. 


Broadcasting Health. By J. Mace Anpress, Ph. D., and I. H. Gop- 
BERGER. Ginn and Company, Boston. 


The book consists of 33 chapters with glossary and index. The authors 
feel that a textbook on nutrition is necessary in the elementary grades as 
many boys and girls do not enter high school and only a small percentage 
receive adequate training in domestie science, health and nutrition. The 
book tells the story of a teacher and her class. A health lesson is given 
every week by teacher, pupils or visitors, using ‘‘radio broadeasts,’’ lantern 
slides, or by visits to markets or farms. The authors avoid the error of ex- 
aggeration which characterizes many textbooks on health. The book is well 
illustrated. The subjects are presented in an interesting manner which 
should hold the interest of pupils in the grade school. 

TOWER. 


Adolescence. Studies in Mental Hygiene. By FraNKwoop E. Wi1- 
1AMS, M. D. 7th Ed. Farrar and Rinehart, New York. 

A collected series of lectures and printed articles on the various phases 
of adolescence, written in a readable, popular fashion. This volume should 
be in the hands of every parent so that they may find out something about 
the mentation and behavior of their adolescents, as well as the reciprocal 
ebb and flow of emotional relationships which exist among the members of 
every family. 


W. C. GARVIN. 
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Functional Disturbances of the Heart. By Har_ow Brooks, M. D. 288 
pages. J. B. Lippineott Company, Philadelphia, Pa. 

This book is one of the Everyday Practice Series edited by Dr. Brooks In 
his preface, Dr. Brooks makes this statement: ‘‘It is very important for both 
layman and physician to recognize fully that many eardiae symptoms and 
signs, though of very striking and annoying character, are not, in them- 
selves or in their effect, dangerous to life. The purpose of this book is to 
attempt to present some of these conditions in such a light that they may 
be clearly recognized and fully differentiated from those diseases which are 
based on actual pathology either in the heart or in its adjacent structures 
and which are almost without exception a serious menace to life or to the 
economie possibilities of the patient, or both.’’ The author states quite 
frankly that present knowledge does not permit absolute and positive dif- 
ferentiation of functional disturbance from organie disease. There are few 
references and much of the material is based on the author’s own study and 
observation. 

The book is divided into 11 chapters and in each chapter there are numer- 
ous subheadings. The first four chapters are introductory and include gen- 
eral instructions for the examination of the heart, the taking of the history 
and a discussion of the effect of the emotions on the normal heart. The bal- 
ance of the book deals with the various functional disturbances under these 
captions: ‘‘ Anxiety Angina,’’ ‘‘Gastrie Distention and Flatulence,’’ ‘‘ Car- 
diae Exhaustion,’’ ‘‘Heart in Early Hyperthyroidism,’’ ‘‘Cardiae Neu- 
roses,’’ ‘‘Paroxysmal Tachyeardia,’’ and ‘‘Neurocireulatory Asthenia.”’ 

Seventy-two pages are devoted to neurocireulatory asthenia, which is said 
to be probably the most frequent and one of the most important of the 
functional disturbances of the heart. The author believes that a better un- 
derstanding of this subject of neurocirculatory asthenia would encourage 
physicians to diagnose the condition properly, and, if recognized in early 
youth, to eure it. In most eases, the physician may at least reassure and 
encourage the sufferers and may guide them into useful and productive 
occupations. Though most of the literature on the subject is found under 
military titles and in military medical journals and books, the author be- 
lieves the condition is more frequent in women than in men. The historical 
discussion includes references to American medical literature relating to the 


War of the Rebellion and to contributions by British authors during the 
early phases of the World War. The syndrome, which is notably one of 
youth and early adult life, is more frequent in certain races than in others 
and hereditary influences are definitely traceable in most instances. Eti- 
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ology, signs, symptoms and treatment are discussed in considerable detail 
and two characteristic physical types are described. 

The author stresses the fact that some patients who have functional ear- 
diae disturbances experience as much actual suffering as many patients with 
organic disease. A rather unique suggestion appears in the chapter on 
‘*Examination of the Patient.’’ The author states that he finds it difficult 
to conduct an impartial examination after the history has been taken and 
certain impressions formed. Therefore, in eases whose preliminary histories 
suggest a functional disturbance, he is accustomed to do the physical exam- 
ination before completing the history. 

Throughout the book, the importance of making an estimate of the 
patient’s character and personality and of treating each patient as an indi- 
vidual is stressed. The patient must have confidence in his physician and 
feel assured of his interest and understanding if any progress is to be made. 

The signs and symptoms of the various functional disturbanees are given 
with considerable detail and the description enables one to visualize the 
patient. Diagnosis is given due attention and the importance of distinguish- 
ing functional cases from organic disease is emphasized because of the grave 
results which may follow errors in diagnosis. 

The book is well written in straightforward and simple language, and is 
very readable. Dr. Brooks has succeeded in presenting a clear-cut picture 
of the functional disturbances of the heart and anyone reading the book 
will find that his knowledge of the diagnosis and treatment of these disor- 
ders has been considerably clarified and increased. 


W. R. WEBSTER. 


Nervous and Mental Diseases for Nurses. By Irvina J. SANnps, M. D., 
Associate in Neurology, Columbia University. Second Edition, revised, 
illustrated, 281 pages. Cloth, $1.75 net. W. B. Saunders Company, 
Philadelphia. 

This is the revised edition of a book first published in 1928, which has 
undergone three reprintings. In the January, 1929, number of the Psycu1- 
ATRIC QUARTERLY many constructive criticisms were offered but these have 
been unheeded by the author. 

The book contains many misleading statements and many of the proced- 
ures deseribed do not conform with the best modern usage. 

The chapters on mental hygiene and psychoanalysis contain much valu- 
able information. 

On the whole the book is so lacking that the reviewer cannot recommend 
it as a neuropsychiatric textbook for the student nurse. 


HAROLD H, BERMAN, 
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Population Trends in the United States. By Warren S. THOMPSON 
and P. K. WHELpton. McGraw-Hill Company, Ine. New York and 
London, 1933. 

The growth of population in the United States constitutes a historical and 
social phenomenon without a parallel in the world’s history. Every aspect 
of our national life has been influenced in some way by the growth and 
differentiation of the population. It is therefore appropriate that a thor- 
oughly detailed study of these population changes should form one of the 
volumes in the survey of social trends in the United States, prepared under 
the direction of President Hoover’s Research Committee on Social Trends. 

This volume considers in great detail the increase of population since co- 
lonial days. Because of the absence of documentary evidence, however, a 
rigorous discussion must be limited to population changes during the 19th 
and 20th centuries, as shown by the successive censuses. In this analysis the 
authors consider not only the accumulation of population, but its geographi- 
eal distribution, and social, eeonomie and demographie variations from dee- 
ade to decade. Gross population differences as between the dense industrial- 
ized east, and the more sparsely settled south and west are well-known, as 
are further differences in the racial, sex and age constitutions of the respec- 
tive populations. The story of rapid urbanization is also a familiar one. 
It should not be necessary, therefore, to do more than eall attention to these 
subjects, all of which are treated exhaustively in a volume which is certain 
to become authoritative. 

The important point to remember is that we have undoubtedly closed one 
epoch in the history of our population, and that we are now well into a new 
period. The World War marked the end of the former by its sudden re- 
striction of free immigration, and this has now been established by law as 
a matter of publie policy. Instead of a continuous prospect of growth, we 
may now look forward to a time in the very near future, when our maxi- 
mum population will have been attained. With present trends in birth and 
death rates there is good reason for believing that we are approaching a 
time when the population will be stationary, if not declining. Such changes 
in gross numbers will be associated with further qualitative changes in the 
population, such as differences in age proportions, nativity and racial group- 
ings, and these in turn will have repercussions in our social and economic 
spheres of conduct. If, for example, there are velatively fewer children 
and young people in the population, there will be changes in the fields of 
education, health, industry, and social welfare. We have therefore an ex- 
tremely interesting field of speculation open to us and an opportunity for 


effective control of some aspects of our national development. If we really 
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believe that knowledge should be a pre-requisite to action, then this book 
will surely fulfill an important function, by reason of its supply of pertinent 
facts, and its sound reasoning thereon. 

MALZBERG. 


The Tides of Life. (The Endocrine Glands in Bodily Adjustment.) 
By R. G. Hoskins, Ph. D., M. D. 348 pages. W. W. Norton and Co., 
Ine., New York, 1933. 

It is obvious from the title that the book was intended to be popular or 
perhaps semi-popular in character rather than an extensive treatise upon 
the subject. 

The author has succeded in his attempt to present in a brief form the 
more significant information which is at present available regarding the 
endocrine glands. 

As the preface indicates such books, particularly on this subject are apt 
to indulge in extravagant claims and speculations, ‘‘marvel mongering.’’ 
This, the author is to be congratulated on having carefully avoided. In fact 
he has justly chided some who have been guilty of such extravagances and 
has pointed out the absolute lack of any fundamental knowledge to support 
their flights of imagination. Thus, for example, Dr. Berman’s claim that 
‘*Studies of intellectual man, and of those with a keen instinct of curiosity 
and a constructive acquisitive trend prove them to be ante-pituitary dom- 
inant in their make-up.’’ Hoskins says of this, ‘‘Such assumptions ean be 
neither affirmed nor denied. The actual facts we do not know. The para- 
graph serves simply to posit a variety of problems for research.’’ This 
quotation gives an indication of the spirit in which the book has been 
written. 

One gains the impression that in parts, the book has been unduly simpli- 
fied to suit one with very little, if any, knowledge of physiology. It is ques- 
tionable whether anyone with such a total lack of information regarding 
elementary physiology could read a book upon the subject of endocrinology 
profitably. Fortunately, this simplification has not been too extensive so as 
to make reading tedious for one somewhat better informed regarding such 
elementaries. 

The book may be well recommended to one seeking a clear and simple pre- 
sentation of some of the important phases of the subject of endocrinology 
together with a careful and critical judgment regarding the significance of 
the findings as applied to human problems. 


MEYER M. HARRIS. 
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Social Statistics. By R. C.ype Wuire. Harper and Brothers. New York 
London, 1933. 


In view of the great number of excellent textbooks on statistics that have 
appeared in recent years, one may well ask the author of another treatise 
to show that he has either presented new material, or that he has ineorpor- 
ated better pedagogical devices. The present volume is intended primarily 
for students of social science, but the author has ineluded two chapters 
which are not ordinarily found in such a textbook. One of these deals with 
vital statistics, the other with rating seales. The latter originated primarily 
in psychological literature, and deal largely with measurements of the per- 
sonality. The methods have been used in sociology in efforts to provide 
quantitative measures of such variables as home conditions. It is very 
doubtful, however, whether a student with no further guidance than that 
given in this chapter, could himself construct such a seale. As for the 
chapter on vital statistics, which covers 20 pages, one can hardly feel that 
it treats adequately of a subject to which others have devoted whole 
volumes. 

The introductory chapters describe the statistical problems peculiar to 
various fields of social research and discusses sources of statistical data. 
Readers of the PsycHIATRIC QUARTERLY in turning to the sections on mental 
diseases and mental defect will be surprised to find that there is no refer- 
ence of any kind to the work of statistical standardization which has been 
carried on largely by the New York State Department of Mental Hygiene 
in cooperation with the National Committee for Mental Hygiene and the 
American Psychiatrie Association. 

The chapters in Part IT deal with the usual ground covered in textbooks 
devoted primarily to economie statistics. Averages and measure of disper- 
sion are dealt with in a comprehensive manner. But the chapters dealing 
with correlation cannot be considered satisfactory either pedagogieally or 
scientifieally. It is a surprising fact that in a textbook for college students 
there should not appear a single algebraic demonstration. The student is 
consequently asked to accept statements on faith, which means that he must 
apply formulae in a routine manner. Surely this cannot be considered good 
pedagogy. There is an over-simplification of treatment, which is good 
neither for the reader nor for the science of statisties. 


MALZBERG. 
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Neuropathology. The Anatomic Foundation of Nervous Diseases. 
sy W. FREEMAN, M. D. 325 pages. Illustrated. W. B. Saunders 
Company, Philadelphia, 193: 

The need of a textbook in neuropathology was very strongly felt and 
Freeman’s ‘‘Neuropathology’’ is very timely. It might be said at once that 
the work answers the purposes for which it was written, that is, to be a 
pathological guide in the most important and most common processes involv- 
ing the central and peripheral nervous systems. 

The book has no intention of solving any controversial questions and 
therefore simply states the author’s ideas on some of the most fundamental 
questions of function and reaction of the various structural elements of the 
nervous system, 

The work is not meant for clinieal correlation and in his preface the au- 
thor clearly states that no apology is made for the paucity of clinical corre- 
lation and that he assumes that the reader come to the field of neuropathol- 
ogy either by the way of neurology or pathology and in either event the 
clinical details are superfluous. 

The work is divided into 13 comprehensive chapters headed as follows: 
(1) Cytology and Cytopathology; (2) The Meninges and Their Diseases; 
(3) Vaseular Disease and Arteriosclerosis; (4) Inflammations of the Brain, 
Spinal Cord, and Nerves; (5) Tuberculosis; (6) Syphilis; (7) Leprosy, 
Fungus Infections, Parasites; (8) Intoxieations; (9) Injuries; (10) The 
Functional Psychoses; Senile Dementia; Epilepsy; (11) Malformations; 
(12 Degenerations; (13) Intracranial Tumors. 

The reviewer does not feel that a diseussion of the classification of vari- 
ous diseases has to enter into this review of the book as the author had evi- 
dently in mind a didactie grouping that would make the consultation of the 
book particularly easy for neurologists or for students. 

Chapter I on eytology and eytopathology is a very comprenhensive one 
and helpful for all those who wish to aequire an elementary foundation of 
neuropathological processes. The chapters on vascular disease, inflamma- 
tion and lues of the nervous system are particularly well written. The 
chapter on intoxications could be developed with more detail and so could 
the one on degenerations. 

From the standpoint of the psychiatrist there is unfortunately very little 
information, though the pathology of the functional psychoses has not been 
as yet satisfactorily developed. Nevertheless, it is hoped that the following 
editions of the book will contain more information in regard to the pathol- 
ogy, not only of the brain, but of other organs which may play a role in the 


determination of morphological and funectinal changes in mental diseases. 
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Altogether the main processes occurring in the most important conditions 
of the central and peripheral nervous systems are very clearly sketched and 
the book, which must be considered as the first important attempt made in 
the United States of condensing the enormous material on the pathology of 
the nervous system scattered all over the literature, seems to me a necessary 
vade-mecum to every one interested in nervous and mental diseases. 


A, FERRARO. 


Child Dependency in the United States. Methods of Statistical 
Reporting and Census of Dependent Children in Thirty-one 
States. By Emma O. LunpBerG. Published by Child Welfare League 
of America, Ine., New York City. 

The care of dependent children has been to a large extent a matter of sen- 
timent, due to the very unsatisfactory state of knowledge with respect to 
trends and needs in child welfare. Such knowledge is dependent upon reli- 
able statisties, yet these have been woefully lacking. Nation-wide data have 
been assembled from time to time by the United States Bureau of the Cen- 
sus, but these are of limited value owing to changing definitions of a depend- 
ent child, and to the many defective reports submitted to the Census Bu- 
reau. The remedy consists in building up a reporting area for social sta- 
tistics similar to the Registration Area for vital statisties. In such a task 
the State should be the obvious unit, and it will be the duty of a central 
state department, such as a department of social welfare, to obtain complete 
and accurate data for that state. Such data could then be combined by a 
federal bureau to furnish data for the country as a whole. 

The White House Conference on Child Care and Protection realized the 
necessity for standardized statistical data with respeet to dependent chil- 
dren and designated one of its sub-committees to study the problem. Miss 
Lundberg’s study, made originally for this committee, but now published 
separately, is a thorough survey of the field and a good practical demon- 
stration. It tells us what is being done by state boards in the compilation 
of data on child dependency and then proceeds to demonstrate their avail- 
ability by an experimental census of dependent children in 31 states. The 
survey and the census furnish excellent contributions to the subject of 
standardized statistics, and provide ground for the belief that sound sta- 
tistical data with respect to trends in the numbers and treatment of depend- 
ent children will soon be available, and thereby furnish one more to the 
rapidly growing list of standardized fields of inquiry. 


MALZBERG.,. 
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Die Juvenile Amaurotische Idiotie. Klinische und Erblichkeits- 

medizinische Untersuchungen. By Von TorsTEN SJoGREN, Statens 

Institut for Rasbiologi, Uppsala und S:T Lars Sjukhus, Lund, 1931, 
Berlingska Boktryckeriet. 

This is an extensive study incorporating rather detailed records of 50 
families, aggregating about one thousand members including 115 instances 
of juvenile amaurotie family idioey. These records occupy about half of 
this 219-page monograph. The data are tabulated in an appropriate man- 
ner. A number of photographs illustrate clinical observations. It appears 
that more than 40 affected persons were under personal observation of the 
author. The diagnosis was confirmed by post-mortem examination in 18 
instances. 

The diagnosis of juvenile amaurotie idioey was made on the basis of: (1) 
progressive blindness which sets in between 3-12 years of age, (2) mental 
deterioration, and (3) presence of one of the following eye-ground lesions: 
Retinitis pigmentosa, retino-chorioiditis oc. amb., atrophia nervi optici oe. 
amb., chorioiditis oc. amb. The progressiveness of the affection was used 
as a decisive sign in the differential diagnosis. The author of the monograph 
believes that the possibility of syphilitic etiology was exeluded in all his 
eases of juvenile amaurotic idiocy. 

The author concludes that juvenile amaurotie family idiocy represents a 
well-defined entity; it manifests itself, in its progressive course, in such 
characteristic ophthalmoscopie and neurologie signs that the diagnosis may 
be made clinically even if only one instance of this affection appears in a 
family. 

The author claims that the disease seems to appear in the families as a 
recessive monohybrid characteristic; it is believed that from a_heredo- 
biologie point of view the disease is entirely different from the infantile 
form. 

The statistics indicate also a high degree of the predisposition to insanity 
and mental defect among the members of the studied families. Certain in- 
ferences in regard to geographic distribution of the disease in Sweden are 


given. 


A. N. BRONFENBREN NER. 
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Chronic Illness in New York City. By Mary ©. Jarrett. Volume I. 
The Problems of Chronie Illness. Volume II. The Care of the Chronic 
Sick by Different Types of Voluntary Agency. Price $5.00. Pub- 
lished for the Welfare Council of New York City by Columbia Univer- 
sity Press, 1933. 

The basis of this study was a survey and census of chronically ill per- 
sons (exclusive of those with tuberculosis and mental disease) under the 
eare of medical and social agencies in New York City in the spring of 1928. 
The analysis is given in extremely great detail. The report considers the 
incidence of chronic illness in New York City, and compares this from vari- 
ous points of view with the facilities available for treatment. The patients 
are deseribed under many categories, such as age, sex, color, place of resi- 
dence, duration of illness, ete., and these in turn are all correlated with the 
nature of the illness, and the requiments for treatment. Certain diseases 
and groups of diseases such as heart disease, cancer, and orthopedic diseases 
are given detailed consideration, necessitated by their importance as factors 
in chronic illness. 

Though the report is based on the situation as found in New York City, 
the treatment of the subject of chronic illness is encyclopedic in character, 
and what Miss Jarrett says obviously provides a foundation for any com- 
munity large enough to present social problems of chronie illness. In New 
York City it was found that facilities for treatment were not adequate to 
the demand, and that in many instances the type of treatment was not prop- 
erly adapted to the need of the patient. It is encouraging to note, however, 
that there is a growing realization of the necessity for proper care of pa- 
tients with chronic illness, and that the note of despair hitherto associated 
with these types of illness is given place to one of encouragement, as more 
is being learned about the causation and treatment of these insidious 
diseases. 

MALZBERG. 


OctT.—1933—™mM 








MEMORIAL TO DR. ISAAC J. FURMAN* 


It is always an unhappy occasion when one rises to pay tribute 


to a departed colleague and associate—we would wish rather that 
he had continued living in that association. But it is particularly 
painful when the occasion arises to speak a final word of tribute 
to a friend as I do this morning because of the death of Isaac J. 
Furman. 





Dr. Furman’s notable services in the various grades at the Kings 
Park, Manhattan and Buffalo State Hospitals are already known 
to members of this conference and it is unnecessary to recall them 
to you. 

It is unfortunate that his former chiefs, Dr. Heyman and Dr. 
Haviland cannot return to meet with us again at this time to ex- 
press that admiration and esteem which we know they had for Dr. 
Furman. We know that he, in following each of them in their 
labors, carried out their ideals of service as they would have wished 
to have them earried out. 

From our years of close association with Dr. Furman he became 
a close friend, a privilege which all of the members of this confer- 
ence could not have the opportunity of enjoying. Those of us who 
were close to him learned to know of the work which was required 
of him on the farm as a boy and which to many of us would have 
seemed hard and devastating; of the education obtained only under 
difficulties which for many would have been insurmountable; of the 
laborious tasks accomplished by the sacrifice of what are looked 
upon today as ordinary comforts; of the years of private practice 
in sparsely settled country, with its hardships, its manifold de- 
mands for technical skill and knowledge of many sorts and its seant 
financial remuneration. 

This training in life, added to the initial endowment of a God- 
fearing, sterling honest stock, had developed, as we saw it, a man 
of rugged honesty with charity toward all and malice toward none, 
with kindliness and courtesy as well as mature deliberate judg- 
ment and foresight. One recalls as one of his most outstanding 
characteristics, perhaps, his thoughtfulness of others; one recalls 


*Presented at Quarterly Conference of Department of Mental Hygiene at Marcy State Hospital, 
September 12, 1933. 
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many little acts which, though in themselves trivial, nevertheless 
showed the underlying spirit of consideration and helpfulness and 
the wish for the comfort and pleasure of his friends. And with it 
all was an entire absence of sham, false pride and self-aggrandize- 
ment. Vindictiveness was a stranger to him. 

Those of us who were his friends had known for several years 
that he suffered from a physical condition which demanded surgi- 
‘al intervention and which, with the distress caused, would have 
ruined many a man’s disposition and upset his equilibrium. He, 
however, carried on in his usual calm, even way, until, in connection 
with the eventual operation, there were complications, with a drain 
on his physical reserve from which he never recovered. We were 
distressed to see him have to relinquish his duties for a period, and 
were encouraged when he sufficiently improved to return again and 
resume them. We were further encouraged by the improvement 
that continued until that final day when he suddenly suffered that 
devastating, overwhelming attack which to those of us who were 
with him at the time, could seem to have but one outcome. That 
outcome is the cause of our pausing a moment today to speak of 
him who left us then. 

It is unnecessary and perhaps trite to say that in the loss of 
Isaac Furman we lost a friend but we do say that it will be long 
before we will find one to take his place in our regard and affection. 
There have been few such as he in our ken. 

For the widow, steadfast always in that love and sympathy which 
makes a good wife, and laboring and thinking day and night only 
for, and of, his recovery during the last year and a half of his life, 
we offer our sympathy—words which we know help little to lighten 
the burden of that tremendous loss and help little to fill the void 
made by the absence of an inseparable companion. Perhaps it may 
ease the sorrow in her a little if we recall Cicero’s words: ‘*That 
last day does not bring extinction to us, but change of place.”’ 


CLARENCE QO. CHENEY. 





DR. MERRIMAN BECOMES SUPERINTENDENT OF 
MANHATTAN STATE HOSPITAL 


Dr. Willis E. Merriman, first assistant physician, Hudson River State 
Hospital, was appointed by Commissioner Parsons superintendent of Man- 
hattan State Hospital, July 16, 1933. He sueceeds Dr. Isaae J. Furman, 
who died May 5, 1933. 

Dr. Merriman was born at Albany, N. Y., on October 29, 1875. He at- 
tended the Albany Boys’ Academy and the publie schools of Albany, and 
was graduated from the Albany High School in 1893. He then attended 
the Albany Business College, and, after serving in a secretarial position, 
entered Union College in 1894, from which he was graduated with the de- 
gree of Bachelor of Arts in 1898. He then entered the Albany Medical 
College and received his medical degree in 1902, following which he served 
for one year as interne in the Albany City Hospital. After several months 
of post-graduate work, he became the assistant physician of the New York 
State Hospital for Incipient Pulmonary Tuberculosis, aiding in the opening 
and development of the institution. Following this, he was resident physi- 
cian for Seton Hospital for tubereulosis in New York City. He re-entered 
the State service on June 23, 1906, as junior physician at the Hudson River 
State Hospital. He was promoted to assistant physician on October 1, 
1908 ; to senior assistant physician on March 1, 1911; and to first assistant 
physician on September 1, 1917. He was assigned to the position of acting 
deputy medical inspector on October 1, 1931, and served therein until May 
1, 1933, when he returned to his position as first assistant physician. 

For several years Dr. Merriman was an attending psychiatrist at the 
Vassar Brothers’ and St. Francis Hospitals of Poughkeepsie. He is the 
author of several articles on psychiatric subjects. 

Organizations with which Dr. Merriman is affiliated include the Dutchess- 
Putnam Medical Society, the Dutchess County Psychiatrie Society, the 
American Psychiatrie Association, the New York State Medical Society, the 
University Club, the Amrita Club of Poughkeepsie and the Psi Upsilon 
Fraternity. 
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WILLIS E. MERRIMAN, M. D. 





NOTES 


—Dr. Perey R. Vessie was named medical director of Stony Lodge, effec- 
tive September 1, 1933. Dr. Bernard Glueck, proprietor, has requested that 
the capacity of this institution be recertified from 16 to 25. 


—An outline for the guidance of psychiatrie social workers who do either 
institution or community work has been prepared by Hester B. Crutcher, 
supervisor of social work of the State Department of Mental Hygiene, and 
is now on the press. It will be available in pamphlet form in the near 
future for distribution through the Utiea State Hospital. 


—At the general election to be held in the state of Pennsylvania, Novem- 
ber 7, 1933, the electors will be asked to vote on Constitutional Amend- 
ment No. 8 to authorize the state to borrow an amount not exceeding 
$25,000,000 to defray the expenses of the state government for the current 
biennium. Of this amount, $20,000,000 is allocated to employment relief 
and $2,222,140 to state aided hospitals. 


—Columbia University announces graduate courses in neurology and psy- 
chiatry to be given by the College of Physicians and Surgeons in coopera- 
tion with the Neurological Institute of New York and the New York State 
Psychiatrie Institute and Hospital. Lectures will begin October 2, 1933. 
Detailed information as to courses and registration may be obtained by com- 
munieating with Dr. Howard W. Potter, Psychiatrie Institute, 722 West 
168th Street, New York City. 


—The 17th annual meeting of the American Occupational Therapy Asso- 
ciation was held in Milwaukee, Wisconsin, September 11-13. After greet- 
ings from the mayor of Milwaukee, and from the American Hospital Asso- 
ciation, the sessions opened with the presidential address by Dr. Joseph C. 
Doane of Philadelphia, and a paper by Commissioner William J. Ellis, of 
the New Jersey State Department of Institutions and Agencies. A second 
session was devoted to an orthepedie symposium. A third session was held 
at the Muirdale Sanatorium at Wauwatosa, Wisconsin, and a fourth and 
final session dealing with occupational therapy with acute and chronic men- 
tal eases was held at the Asylum for Chronic Insane in Milwaukee. 


—The University of Chicago is conducting an orthogenie school for the 
training of children under the age of 16 who are not well adjusted because 
of an emotional or personality problem, or who are slightly retarded men- 
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tally. Mentally-defective cases are not admitted. The treatment given 
each child is intended to aid him in overeoming his difficulties and in seeur- 
ing proper development. Both resident and non-resident pupils are re- 
ceived. As the fee for resident pupils is $300 per quarter it is evident that 
the school will receive only the children of parents of more than average 
means. 


—The Journal of Nervous and Mental Diseases for August, 1933, con- 
tains an interesting article by Dr. William L. Russell on the Payne Whit- 
ney Psychiatrie Clinic of the New York Hospital. This well-planned, well- 
organized and well-equipped psychiatric hospital forms a part of the new 
New York Hospital-Cornell group which was made possible by the bequests 
of the late Payne Whitney. The general management of the elinie is under 
the direction of Dr. George S. Amsden. The elinie teaching activities will 
be conducted by Dr. George H. Kirby, professor of psychiatry of Cornell 
Medical School. 


—The Institute for Child Guidance, which was conducted in New York 
City during the past seven years under the sponsorship of the Common- 
wealth Fund, ended its labors June 30, 1933. The institute was a unique 
institution. Its functions included research, training of workers, and treat- 
ment of selected cases. Its primary purpose was to find out and show 
others the best ways of training children and of bringing about the adjust- 
ment of problem children who were causing trouble in the home, school or 
community. It was a center from which radiated many of the best of mod- 
ern ideas concerning child guidance. 


—The Dental Edueational Council of Ameriea has issued a protest against 
a statement included in the final report of the committee on the costs of 
medical care, in which it was proposed that dentistry be practiced in the 
future by a man of medical education and training who would be responsi- 
ble for diagnosis and treatment of eonditions related to the teeth, much 
of the technical routine being delegated to dental hygienists. This reeom- 
mendation is opposed by the Dental Educational Council of America which 
holds that such a division of labor is wrong in both therory and practice 
and that dentistry must be sharply differentiated from the practice of med- 
icine. This point of view is upheld by Dr. William J. Gies of the School of 
Medicine of Columbia University, in a lengthy study published in the Jour- 
nal of Dental Research, Vol. XII, No. 6, December, 1932; he holds that 
dentistry is not a specialty of medical practice, and that dental services are 


best rendered under the present system. 
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—The Eugenies Research Association, Cold Spring Harbor, Long Island, 
N. Y., announces two prizes for the best original researches on the ‘‘ prob- 
ability of commitment for a mental disorder of any kind, based on the 
individual’s family history.’’ The first prize consists of an award of $3,000, 
the second of $1,000. Essays must be submitted on or before July 1, 1935, 
under a pen name, accompanied by a sealed envelope containing the name 
and address of the contestant. The awards will be made by three judges 
appointed by the association, and the prize-winning essays will be published 
in book form by the Eugenics Research Association. Detailed information 
coneerning the contest may be found in the issue of Eugenieal News for 
March-April, 1933. 


A short course in mental hygiene for public health nurses and social 
workers of the State has been planned by the New York State 
Department of Mental Hygiene in cooperation with the State De- 
partment of Health. During the next few months it is planned to give 
almost 40 district health department nurses a short course in residence at 
four of the institutions. These 40 nurses will act as local group leaders in 
a more comprehensive course which is to begin in the fall of 1934. About 
a thousand nurses and over one hundred social workers have registered in 
previous courses given by the Department of Health. The staffs of the 
State institutions and of the Department will take an active part in the 
eourse, which will consist of lectures and demonstrations given in conven- 
ient districts of the State. 


—Representatives of federal, state and municipal agencies interested in 
nareotie law enforcement and nareotie drug control recently met in Buffalo 
to diseuss the uniform Nareotie Drug Act which constitutes Chapter 684 of 
the Laws of 1933. The difficulties experienced by welfare and police offi- 
cials in dealing with drug addicts were considered and it was recommended 
that a State hospital be provided to care for such persons. It is probable 
that the Legislature of 1934 will be asked to take the desired action. 

The new law contains the following provisions relative to the commitment 
and discharge of drug addicts: 

Section 439. Commitment of addicts; procedure; discharge. 1. At re- 
quest of addict. A magistrate upon the voluntary application to him of any 
habitual user of any nareotie drug, may commit such person to any hos- 
pital or charitable institution maintained in whole or in part thereof by the 
state or any political subdivision thereof which is willing to receive such 
addict. 

2. Person accused of crime. Any trial court having jurisdiction of a 
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defendant who is a prisoner in a criminal action or proceeding, if it ap- 
pears that the defendant is an habitual user of any narcotie drug and is 
suffering as a result of such use, may likewise so commit such defendant, at 
any stage of such action or proceeding and direct a stay of proceedings or 
suspend sentence pending the period of such commitment but not exceed- 
ing 60 days without a further order of the court. 

3. Discharge. Whenever the medical officer of the institution, or if there 
be no medieal officer, the superintendent, shall certify to the committing 
magistrate or court that any person so committed has been sufficiently 
treated, or give any other reason which is deemed by the magistrate or 
court to be adequate and sufficient, he may in accordance with the terms 
of commitment discharge the person so committed, or return such person 
to await the further action of the court, provided, however, that when such 
commitment is to an institution under the jurisdiction of the department 
of correction, or other similar department in a city of the first class, where 
there is a parole commission established pursuant to law, sueh commission 
shall act in the place and stead of a chief medical officer for the purpose 
of making such a certificate. 
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